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PROTECTING CHILDREN: THE USE OF MEDICATION IN OUR NATION'S 
SCHOOLS AND H.R. 1 70, CHILD MEDICATION SAFETY ACT OF 2003 


TUESDAY, MAY 6, 2003 
HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON EDUCATION REFORM, 
COMMITTEE ON EDUCATION AND THE WORKFORCE 
WASHINGTON, D.C. 


The subcommittee met, pursuant to call, at 2:07 p.m., in Room 2175, Rayburn House Office 
Building, Hon. Mike Castle [chairman of the subcommittee] presiding. 

Present: Representatives Castle, Wilson, Musgrave, Woolsey, Mrs. Davis of California, 
Case, Kucinich, Van Hollen, and Majette. 

Also Present: Representative Bums. 

Staff Present: David Cleary, Professional Staff Member; Kevin Frank, Professional Staff 
Member; Melanie Looney, Professional Staff Member; Krisann Pearce, Deputy Director of 
Education and Human Resources Policy; Liz Wheel, Legislative Assistant; Deborah Samantar, 
Committee Clerk/Intcm Coordinator; Joe Novotny, Minority Staff Assistant/Education; Lynda 
Theil, Minority Legislative Associate/Education; and Ann Owens, Minority Clerk 


OPENING STATEMENT OF CHAIRMAN MICHAEL N. CASTLE, 
SUBCOMMITTEE ON EDUCATION REFORM, COMMITTEE ON 
EDUCATION AND THE WORKFORCE, U.S. HOUSE OF 
REPRESENATIVES, WASHINGTON, D.C. 
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Chairman Castle. A quorum being present, the Subcommittee on Education Reform and the 
Workforce will come to order. 

We are meeting today to hear testimony on “Protecting Children, the Use of Medication in 
Our Nation's Schools, and H.R. 1 1 70, Child Medication Safety Act of 2003 

Under committee rule 12(b), opening statements are limited to the chairman and the ranking 
minority member of the subcommittee. Therefore, if other members have statements, they may be 
included in the hearing record. 

With that, I ask unanimous consent for the hearing record to remain open 14 days to allow 
members' statements and other extraneous material referenced during the hearing to be submitted in 
the official hearing record. Without objection, so ordered. 

Let me say good afternoon to the witnesses, and let me begin by welcoming our guests, 
witnesses, and members of the committee. Thank you all for being here today. I appreciate the 
opportunity to discuss the Child Medication Safety Act and look forward to your comments and 
recommendations . 

On September 29, 2000, the Committee on Education and the Workforce held a hearing 
entitled "Behavioral Drugs in Schools: Questions and Concerns." Witnesses testified about the use 
of psychotropic drugs by youth. In September of 2002, the House Committee on Government 
Reform held a hearing to explore the use of psychotropic drugs in our Nation's schools. They 
found that in many cases, parents are being required by school officials to place their child on a 
psychotropic medication such as Ritalin or Adderall to allow them to remain in the classroom. 
Psychotropic drugs, when prescribed and monitored by a licensed medical practitioner, can be 
helpful for individuals properly diagnosed with attention deficit disorder (ADD) or attention 
deficit-hyperactivity disorder (ADHD). 

These medications can help to control the symptoms of their disease so that these 
individuals can function. However, these drugs have the potential for serious harm and abuse. 

They are listed on schedule 2 of the Controlled Substances Act. Drugs are placed on schedule 2 
when the drug has a high potential for abuse or may lead to severe psychological or physical 
dependence. 

School is an important source of information for families, and we encourage an open line of 
communication between schools and families. Parents, however, should never be forced to decide 
between getting their child into a school and keeping their child off of potentially harmful drugs. 
School personnel should never presume to know the medication needs of a child. Only medical 
doctors have the ability to determine if a prescription for a psychotropic drug is physically 
appropriate for a child. 

To address the significant problem, my colleague on this committee, who will be here with 
us shortly, Representative Max Burns of Georgia introduced H.R. 1170, the Child Medication 
Safety Act of 2003. The goal of this Act is straightforward. It would require states to establish 
policies and procedures prohibiting school personnel from requiring a child to take medication in 
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order to attend school. This would prevent parents from being forced into making decisions about 
their child's health under duress from school officials. 


We look forward today to hearing from our witnesses about the benefits and dangers of 
psychotropic drugs and about the efforts by parents and state legislators to address the coercion 
issue. 

WRITTEN OPENING STATEMENT OF CHAIRMAN MICHAEL N. CASTLE, 
SUBCOMMITTEE ON EDUCATION REFORM, COMMITTEE ON EDUCATION AND THE 
WORKFORCE, U.S. HOUSE OF REPRESENATIVES, WASHINGTON, D.C. - APPENDIX A 


Chairman Castle. With that, I yield to my colleague from California, Ms. Woolsey, for any, 
whatever opening statement she wishes to make. 

OPENING STATEMENT OF RANKING MEMBER LYNN C. WOOLSEY, 
SUBCOMMITTEE ON EDUCATION REFORM, COMMITTEE ON 
EDUCATION AND THE WORKFORCE, U.S. HOUSE OF 
REPRESENATIVES, WASHINGTON, D.C. 


Ms. Woolsey. Thank you, Mr. Chairman. I said before when the subject of psychotropic drugs, 
particularly the subject of Ritalin, has come up before this committee, that I raised four children, 
and I am absolutely sure that their schools would have suggested Ritalin for them if they were in 
school today, and I am as just as certain that I would not have taken the bait, because I knew the 
difference then and I know the difference now, and this is what I think we need to be talking about 
today, is the difference between boys behaving badly versus a serious problem, versus behavior 
modification. And that is what I hope we are going to be talking about. 

I have concerns, because I think that we are blurring the line between the behavior of an 
active high-spirited child and child with a disability, and this is not to suggest that attention deficit 
hyperactivity disorder, ADHD, is not a very real disability for many children. ADHD robs so 
many children of their parents and their parents of the pleasures of child and the pleasures of 
family, and children are labeled as bad for actions they can't control. The parents find themselves 
frustrated and often angry, and that is not a way to feel about your kids as you are raising them. 

Properly prescribed and coupled with other therapies, Ritalin and other psychotropic - it has 
enabled thousands of children with ADHD to achieve at school, to bond with their family and to 
feel better at home. The success of Ritalin has been well documented, and it is an important 
resource that medical professions should be able to consider when planning treatment for a child 
with ADHD. 

However, the growing increase in the manufacture and prescription of these drugs is a cause 
for concern, as far as I am concerned. 


The decision to treat a child with any drug, but certainly a stimulant like Ritalin, must be 
made very carefully and only after comprehensive evaluations and diagnosis. It is crucial that 
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parents be well informed about the drug, both its possible successes and its possible side effects. If 
it is being considered for their child. And it goes without saying that parents should have the final 
word in deciding whether or not their child takes a drug like Ritalin. 

I look forward to your discussion and hearing from you, because you are a panel of experts, 
and we want to hear what you have to say about this. Thank you very much. 

WRITTEN OPENING STATEMENT OF RANKING MEMBER LYNN C. WOOLSEY, 
SUBCOMMITTEE ON EDUCATION REFORM, COMMITTEE ON EDUCATION AND THE 
WORKFORCE, U.S. HOUSE OF REPRESENATIVES, WASHINGTON, D.C. - APPENDIX B 

Chairman Castle. Thank you, Ms. Woolsey. 

We have a very distinguished panel of witnesses before us, and I thank them for coming 

today. 


The first witness is the Honorable Katherine Bryson. Ms. Bryson currently serves as the 
state representative for the 60th district of the Utah House of Representatives. I come from 
Delaware, so we do not have 60 of anything in Delaware. That number impresses me. She is the 
chairwoman of the Business and Labor Committee and a member of both the Judiciary Committee 
and the Higher Education Appropriations Subcommittee. Additionally, Ms. Bryson is the sponsor 
of H.B. 123, a bill to prohibit school personnel from making certain medical recommendations for 
a child, including the use of psychotropic drugs. She is also the state vice chair for the American 
Legislative Exchange Counsel and a member of the National Federation of Women Legislators. 

The second witness will be Dr. William B. Carey. Dr. Carey is the director of behavioral 
pediatrics at the Children's Hospital of Philadelphia. Prior to his current position, he served as a 
clinical professor of pediatrics at the University of Pennsylvania School of Medicine. Dr. Carey is 
also the author of several books, including Developmental Behavioral Pediatrics, Understanding 
Your Child's Temperament, and Coping With Children 's Temperament, a Guide for Professionals. 

Our final witness today will be Dr. Lance D. Clawson. Dr. Clawson is currently a private 
psychiatrist in Cabin John, Maryland. Additionally, he serves on the D.C. Commission on Mental 
Health in Washington, D.C. Prior to his current position. Dr. Clawson worked as a staff 
psychiatrist at the Walter Reed Army Medical Center in Washington, D.C. He is the recipient of 
several awards, including the American Academy of Child and Adolescent Psychiatry Presidential 
Scholar Award, and the Washington Psychiatric Society Award For Outstanding Services. 

Before the witnesses begin their testimony, I would like to remind our members who are 
here today that we will be asking questions after the entire panel has testified. In addition, 
committee rule 2 imposes a 5-minute limit on all questions. 

Before we begin with Ms. Bryson, the light system you have in front of you will show 
green for 4 minutes, yellow for 1 minute, and red at the 5 -minute mark. I think you can probably 
figure out what all that means, without further explanation. But essentially when you see the red, if 
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you could finish winding up, that would be wonderful. 

And then when the witnesses, or all 3 of you are through testifying, we will go to the 
various members up here, and the exchange is also measured by 5 minutes, including questions and 
answers, just so you understand basically what the rules are. 

With that, we will start with Ms. Bryson. Thank you for being here. 


STATEMENT OF HON. KATHERINE BRYSON, STATE 
REPRESENTATIVE, UTAH HOUSE OF REPRESENTATIVES, OREM, 
UTAH. 


Ms. Bryson. Thank you. Thank you so much for the opportunity to come before you this 
afternoon, and thank you for the opportunity to speak about this grave national issue. Let me start 
by commending the committee for recognizing that the coercive use of psychotropic drugs on 
children is not a few isolated incidents, but is actually impacting hundreds, if not thousands, of 
families across America. 

While Utah was once the Ritalin capital of America, this schedule 2 drug seems to have 
dropped to a national average level now in our state. However, in the wake of raised public 
awareness about the risks of Ritalin, other stimulants like Adderall and the amphetamine Dexedrine 
are deluging the child psychiatric market in its place. In fact, Adderall now comprises 32 percent 
of the national stimulant market, with 6. 1 million prescriptions in the year 2000, and 248 million in 
sales. Yet this drug has already been cited in a North Dakota criminal judgment in 1999, where a 
young father was not held criminally responsible for the murder of his 5-week-old daughter, 
because he was in a psychotic state caused by Adderall. Psychiatrists testified that the drug 
induced the psychotic state causing delusions. 

There are other drugs not covered by schedule 2 of the Controlled Substances Act that are 
also forced onto children, including Cylert, a schedule 4 drug, and antidepressants that arc not 
scheduled at all. 

Zoloft and Paxil are among the group of new antidepressants that, in 1999, were prescribed 
to 1.7 million children. In fact, between 1995 and 1999, there was a 19-fold increase in 2-year-olds 
to 19-year-olds prescribed these drugs. A Fox National News series last November found that a 
person taking Paxil is 8 times more likely to attempt and commit suicide than if taking a placebo. 

More than half of the last 12 school shootings have been committed by teenagers who were 
taking psychotropic drugs. 

Meanwhile, school personnel faced with children who often have not been properly taught 
to read, who may be coming to school on a breakfast of sugar or no breakfast at all, who could be 
affected by lead, mercury or other toxic substances, or a plethora of explainable reasons, are 
assessing them in the classroom as having a learning disorder or attention deficit hyperactivity 
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disorder. 

From here, parents are being coerced into drugging their children with threats of the child's 
expulsion or charges of medical neglect by child protective services against the parents who refuse 
to give or take their child off a psychotropic drug. Parents are losing their right to choose. They 
are being told that ADHD is a neurobiological disorder, when even the Surgeon General's 1999 
report on mental health cannot confirm this. 

They are being denied access to tutors or additional education services for the sake of a 
quick-fix drug like Ritalin that some studies say is more potent than cocaine. 

Often once the child is medicated, the various side effects associated with the drug and 
which 1 have found were too often not disclosed to the parents when they were first given the 
prescription, become apparent. The child could have difficulty sleeping or eating. They may have 
stomach problems and may become irritable. Worse yet, when withdrawing from the drug, he or 
she may become so emotionally disturbed as to feel suicidal. 

While the parents may want to take the child off the drug at this point, they are too afraid of 
the implied consequences and feel powerless. 

While we spend over $50 billion on the war on drugs, we are allowing our teachers to be 
used as mental health clinicians, diagnosing learning problems as disorders and diseases and 
forcing this belief on parents. I realize the gravity of the situation dealing with Ritalin after being 
contacted by many parents in Utah and hearing what I can only describe as horror stories, some of 
which I have attached to my written testimony. I ran a bill in 2002 to prohibit school personnel 
from pressuring parents into drugging their children. That bill actually passed by an overwhelming 
majority of 89, but tragically the governor of our state failed to listen to the needs of our families 
and vetoed the bill. Thus, condoning the coercive drugging of Utah's future generation. 

Unless we as legislators do something about this, we become accomplices. I support H.R. 
1170, but I have to say that I believe the committee would be remiss if they did not broaden it to 
include all prescribed psychotropic substances. Again, thank you for allowing me to come 
forward. 

Chairman Castle. Thank you, Ms. Bryson. We appreciate your testimony. 

WRITTEN STATEMENT OF HON. KATHERINE BRYSON, STATE REPRESENTATIVE, 
UTAH HOUSE OF REPRESENTATIVES, OREM, UTAH - APPENDIX C 

Chairman Castle. And we will now turn to Dr. Carey. 

STATEMENT OF WILLIAM CAREY, M.D., DIRECTOR OF BEHAVIORAL 
PEDIATRICS, CHILDRENS HOSPITAL OF PHILADELPHIA, 
PHILADELPHIA, PENNSYLVANIA 

Dr. Carey. Mr. Chairman, ladies and gentlemen, in the last two decades, the United states has 
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experienced a great increase in the diagnosis of attention deficit hyperactivity disorder, or ADHD, 
and its treatment with stimulants. 

Not only child health professionals, but now also a wide variety of unqualified persons such 
as preschool teachers and acquaintances are freely offering the diagnosis and confidently urging 
parents to accept their judgment to obtain drug treatment such as methylphenidate or Ritalin for the 
child. If the physician formally applies a label, educational and governmental authorities 
sometimes attempt to coerce parents into accepting the verdict and giving the medication or face 
the possibility of exclusion of the child from the school or being judged unfit parents. 

This chaotic situation urgently requires intervention at several levels, including the Federal 
Government. 

One should acknowledge at the outset that virtually all well-informed observers agree that 
about 1 to 2 percent of the child population are so perversely overactive or inattentive that they are 
very difficult for anyone to manage. And although the cause of their problems is often not clear, 
they are likely to perform better with medication as a part of their management. However, why are 
up to 17 percent or more children being given this label, and why is 80 percent of the world's 
methylphenidate being fed to American children? 

Several reasons. In the first place, the diagnosis of ADHD is very impressionistic and 
highly subjective, making it easy to include a broad variety of children. 

For example, the component symptoms such as often talks excessively are not clearly 
different from normal. There is no confirmatory laboratory tests, nor proof that the behaviors are in 
fact due to brain malfunction. The diagnosis is usually made at the practical level by vaguely 
worded brief questionnaires. 

Secondly, even if one accepts the current definition, there is abundant evidence that it is not 
being applied rigorously at the practical level. Two large surveys of medical practice in the leading 
psychiatric and pediatric journals have established that about 60 percent of the time medical 
practitioners are not using the established criteria. 

Thirdly, contrary to the popular notion, the stimulants being prescribed today are not 
specific for ADHD. Improved behavior when taking them is not proof of the diagnosis. Ritalin 
would make any of us function better, you and me. 

I am one of a group of pediatric moderates who say that both the radical critics who speak 
of conspiracies and fraud and the American Psychiatric Association's diagnostic system are wrong. 
We believe that these children do have real problems, but that the diagnosis and management is not 
so simple as it is presently being proposed by the association's official manual and management 
guidelines. 

There is no easy answer to this chaotic situation. The main elements of a solution would 
be, one, a better diagnostic system; two, better research; three, better education of professionals and 
the public, and as to the range of normal behavior; four, better individualized evaluations of 



children; five, better treatment with greater reliance on psychosocial and educational interventions; 
six, better monitoring of aggressive advertising by the drug companies; and number seven, better 
reimbursement schemes so that physicians can be allowed to take the time necessary to do adequate 
evaluations. 

The appropriate professional groups must solve the first five of these steps, but the last two, 
drug companies and medical insurance, are within the proper range of the federal government. 

To these measures, I add the need for national legislation to prevent educational and 
governmental officials at any level from requiring parents to accept the diagnosis and use drug 
treatment for fear of legal actions of exclusions from school or child protective agency 
interventions for your special consideration today. My reasons are simple. The definition of 
ADHD is extremely vague. The application of it in medical practice today is inadequately 
disciplined. And the current treatment is nonspecific and noncurative. 

For parents to be penalized in any way for skepticism and noncompliance would be 
medically unsound and ethically unsupportable. Thank you. 

Chairman Castle. Thank you, Dr. Carey. 

WRITTEN STATEMENT OF WILLIAM CAREY, M.D., DIRECTOR OF BEHAVIORAL 
PEDIATRICS, CHILDREN'S HOSPITAL OF PHILADELPHIA, PHILADELPHIA, 
PENNSYLVANIA - APPENDIX D 

Chairman Castle. Dr. Clawson. 

STATEMENT OF LANCE CLAWSON, PRIVATE PSYCHIATRIST, CABIN 
JOHN, MARYLAND. 


Dr. Clawson. First of all, let me thank Chairman Castle for the opportunity to appear before the 
subcommittee. My testimony today is on behalf of the American Academy of Child and 
Adolescent Psychiatry, or AACAP for short. I ask that my written remarks be entered into the 
record. 


The American Academy of Child and Adolescent Psychiatry is a national professional 
association representing 6,700 child and adolescent psychiatrists who are physicians with at least 5 
years of specialized training after medical school, emphasizing the diagnosis and treatment of 
mental illness in children and adolescents. The AACAP is concerned about the effect of H.R. 

1170, legislation that was attached as an amendment to H.R. 1350, the Individuals With Disabilities 
Education Act. 

This amendment requires schools to develop policies and procedures prohibiting school 
personnel from requiring that a child be placed on psychotropic medications as a condition of 
attending school. Although there have been highly publicized and isolated events that cause us all 
concern, there is no reliable evidence that such practices regularly occur or that this is a pervasive 
problem. Medication assessment and prescription is the exclusive role of a qualified medical 
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professional, not school personnel. The decision to include medication as part of the treatment plan 
for a child or adolescent with a mental illness should be a decision agreed to by parents and 
caregivers in close consultation with a qualified and trusted medical professional. 

Schools are critically important, as they are a source of information for families about the 
children and their children's emotional and mental well being. The importance of open 
communication between school professionals and families about the health and well being of 
students, and where indicated, the freedom to recommend a comprehensive medical evaluation 
cannot be overstated. 

The AACAP is concerned about legislation that would restrict school professionals from 
communicating with families about legitimate mental health-related concerns. While H.R. 1170 
does not explicitly prohibit communication between school personnel and families about mental 
health concerns, its stern enforcement provisions could cause school personnel to be fearful about 
communicating with families regarding a student's emotional or behavioral difficulties. 

The more pressing issue as reported by the Surgeon General in 1 999 is the unacceptably 
high number of children with mental illnesses that are not being diagnosed or treated. The AACAP 
is concerned that H.R. 1350 may create a barrier for children and adolescents to treatment, and 
many of these children are identified in school settings. 

As noted in the opening remarks, we are here today to talk about the identification, 
diagnosis, and treatment of childhood mental illnesses such as attention deficit hyperactivity 
disorder, or ADHD for short. 

As a child and adolescent psychiatrist, when I think of ADHD, I think first to the faces of 
children and families that I have seen. For instance, I think of an 8-year-old boy who is about to be 
left back in 2nd grade due to his disruptive behavior. He has poor peer relationships, his 
schoolwork is very inconsistent, the teachers have labeled him difficult to control. He has one 
other friend in school, and he is teased mercilessly by his peers. He breaks down at home saying 
that he is stupid and no one likes him. He is already convinced that he is bad and different, and 
with appropriate evaluation and treatment, this young man made a tremendous turnaround. 

I am as reminded of a 15-year-old girl. She is in 9th grade. She has a measured IQ of 140. 
She is well liked. She has never really had had to put out much effort in school, but here she is in 
9th grade. She is starting to fail classes, overwhelmed trying to keep up, cannot take notes, and 
cannot keep her mind focused. She is often getting her homework done and then forgetting to hand 
it in. She is having trouble being organized. She is anxious and depressed about her performance. 
Her parents are overwhelmed, and once again this individual with appropriate diagnosis an 
appropriate treatment intervention had a tremendous turnaround. 

And finally, I think of a 42-year-old insurance broker who has been treated for depression 
and anxiety for years. He was relieved and appreciative when he received an accurate diagnosis, 
but felt he had wasted 20 years of his life with these feelings of being ineffective. 
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So let me be very clear. ADHD is not an easy diagnosis to make, and you cannot do it in 5, 
10, 15, or even 30 minutes, and it should not be taken lightly. There is good research to show that 
this diagnosis occurs in approximately 5 percent of the child and adolescent population. 
Approximately 50 percent of these individuals maintain their symptoms into adulthood, and we 
have made a number of recommendations that are listed at the end of my testimony, and which you 
can refer questions to me later. 

But I just want to underline that the research really demonstrates that it is really a minority 
of children that are being identified and being treated for this condition. It varies between 
localities, but in general, there is an under diagnosis in treatment. 

So in summary, let me emphasize that child psychiatric disorders including ADHD are very 
real and diagnosable illnesses that affect a lot of kids. The good news is that they are treatable. We 
cannot cure all the kids we see, but comprehensive individualized intervention can significantly 
reduce the extent to which their conditions interfere with their lives. So we must free teachers and 
parents to collaborate freely in order for the early identification and appropriate evaluation and 
intervention with these children. Thank you. 

WRITTEN STATEMENT OF LANCE CLAWSON, PRIVATE PSYCHIATRIST, CABIN JOHN, 
MARYLAND. - APPENDIX E 

Chairman Castle. Well, let me thank all of the witnesses. You raised many strong questions that 
we need to address or are being addressed, perhaps by legislation that is being introduced in states 
and before us here. But obviously we understand all this is problematical, too. So perhaps we can 
shed some light on it with a few questions here. 

Let me start the questions. I will yield myself 5 minutes, and I will start with Ms. Bryson. 
Do you think that your own activities have made a difference in terms of what is happening in Utah 
with respect to the schools being a little more reluctant to make it a condition that students must 
have psychotropic-type drugs in order to come back to school? Do you find from your study of this 
and you have studied it more extensively than I have, that there are pockets where there is a 
problem that is abused much more than it is in other areas, such as certain school districts or 
administrators? What can you tell me about those subjects? 

Ms. Bryson. Thank you for the opportunity to address your questions. First of all, maybe I will 
start with your latter question having to do with pockets. I believe that there are some within our 
state. I know it was brought to my attention that one school in particular had a high number of 
students who were all on Ritalin. There were classrooms where apparently there was some 
agreement that 80 percent of the kids in the class in a fourth grade class needed to all be on Ritalin 
or a psychotropic drug. That is very frightening. 

I come from a state where a quarter of our population is children. There have absolutely 
been situations within the state of Utah. The legislation that I was involved with in the year 2002 
brought the issue to the forefront, and I know that our school and our board of education, has taken 
a few very minimal steps with regard to this. 
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I will say that while I was working on the legislation, I did hear from several school districts 
that were looking at this and of course had some concerns, and we discussed this back and forth. I 
think that one in particular probably led the charge, but we will be meeting with some of our 
administrative Rules Committees in the next few months trying to look at what has been introduced 
by the school administration. 

Chairman Castle. Thank you. I could go further with all that, but I want to ask the others a 
question. I was going to ask you separate questions, but I am going to try and combine this perhaps 
into one. I am a little concerned about what role the teachers and the schools play in this. Our 
concern with legislation obviously is that it is a feeling that the schools are sort of dictating the 
need to get medical help. I assume in each instance that is happening. They go to a doctor and get 
the prescription, that is the way it actually works. And I agree with what you said, Dr. Carey, that 
we do need to train our teachers more thoroughly, especially to make sure they are not 
inappropriately identifying children who have disabilities. 

But I am concerned about that. We have enough trouble training our teachers to teach 
math, English or whatever the subject matter may be. There is a lot of discussion about that. They 
have to deal with children with a variety of disabilities, some of which are not the disabilities that 
we are talking about here. They have just the normal social problems to deal with as well. And I 
am not sure exactly what responsibility we should be giving to these teachers. Dr. Clawson, is it a 
teacher's responsibility to or is it the responsibility of the parents or perhaps everyone together? 

But I do not want to shift too much of the burden to the schools, and I am not sure that 
professionally they are capable of that. What additional training would they need in order to do 
this? I am not sure how much more professional training teachers can stand out there. So that is a 
series of questions inherent in my sort of statement if you could take a stab at it, both of you, 
please. 

Dr. Carey. I find that teachers, in spite of all their training, know very little about the normal 
range of behavior. I think that this charge could be levied against some of my fellow medical 
practitioners as well. I spent 35 years studying normal term remit differences, and I know that 
everybody has them, that some of them are hard to get along with, and that only rarely do they 
indicate that there is something wrong with the brain. 

Most kids who are active are just active and there is nothing wrong with them. Most kids 
who are inattentive are just less attentive than average. That does not mean that you have a 
pathological difference just because you are a little bit off of the mean. And teachers need to 
appreciate that just because a kid is annoying doesn't mean that you have to ship them off to a 
physician with a request for medication. I am covering an awful lot of material in just a few words, 
but to sum it up, I would say one thing that needs to happen in teacher education is that they need 
to have a greater appreciation of normal variation of kids' behavior and to know that there are some 
normal behavioral traits of stubbornness, shyness, loudness and so on which are annoying, but 
which are not abnormal and do not deserve to be treated with medication. 
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Chairman Castle. Dr. Clawson, the same question to you, maybe with some emphasis on just 
what responsibility teachers and administrators should have in this circumstance too. 

Dr. Clawson. Well, my sense is that it is not the purview of educators to recommend medication. 
They know that. That is actually the job of a licensed and trained physician with at least a 
reasonable amount of mental health expertise. Teachers are generally good at recognizing when 
they are having difficulty with a child. If that is the case, then the typical process is that they may 
discuss it with their principal, the school counselor, and the child's parents to come to some kind of 
collaborative conclusion that perhaps the problems are severe enough or the usual methods that 
they have attempted to rectify the problem if they have not been effective, so they would refer for a 
medical evaluation and a mental health evaluation. 

That is very appropriate. What happens from that point on has nothing to do with the 
school. The reality is it is the physician's job in collaboration with the patient and the patient's 
parents with information provided by the school as well as multiple other sources, including 
thorough medical evaluation, laboratories, studies, et cetera, to determine whether medication 
might be helpful. 

There are cases that come to me, which I do not prescribe medication. I may suggest 
further classroom interventions, even though I am an individual that does prescribe medication. It 
is not up to the school to decide that, and it is also up to the physician if the school is insisting on 
medication. It is up to the physician to advocate for the patient to do what is appropriate, and 
therefore my sense also is that many times there is an over reliance on medication when there is an 
undersupply of mental health professionals, and we have a terrible undersupply of qualified mental 
health professionals in this country to assess children. So many pediatricians or family 
practitioners that do not have a significant mental health background are being sent; saying this 
child is out of control, do something. 

Chairman Castle. My time is up, but I do want to ask you a question to understand where you are 
coming from vis-a-vis what we do, which is creating laws here. Mr. Bums has joined us. What is 
your position on this legislation, which is before us? It basically says that school personnel at some 
level cannot absolutely mlc that the kid cannot attend the school unless the child is receiving 
medical treatment. Do you support, oppose, or remain neutral with respect to this? 

Dr. Clawson. Conceptually it is an interesting idea, because what we have been talking about, at 
least the other witnesses have testified to abuses. However, I am talking about the general need to 
enhance collaboration between families and schools which is shown to - 

Chairman Castle. I do not have a problem with that. I - 

Dr. Clawson. Once we start sanctioning schools for bringing up their concerns, we could be 
creating further barriers. That is - 


Chairman Castle. But they are not bringing up their concerns. They are making an absolute 
barrier to the child attending the school, and that is the question. I have the same question. 
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Dr. Clawson. 1 have seen no evidence to show that this is pervasive. I do not doubt that there are 
situations where this has happened, but that is a miscarriage of the educational system. I myself 
have been involved in cases where the school wants the child on medication. The recommendation 
is the child should be on medication after a thorough evaluation and the parents continue to refuse, 
and so that is dealt with in an open forum in terms of how to provide the child services, even 
though they are not on medication. And they are potentially not learning or even posing a danger. 

Chairman Castle. Maybe I should drop out of this and let you and Ms. Bryson debate each other 
about how pervasive it really is. 

Dr. Clawson. I could not say that, but I have seen nothing in the literature. 

Chairman Castle. I believe I am going to - oh, I am sorry. Dr. Carey, did you want to comment 
on that? 

Dr. Carey. Perhaps we can say that the school has the prerogative to exclude a child if he or she is 
so disruptive that it is destroying the classroom proceedings, but they do not have the right to 
indicate what should be done about it. That is fairly clear. 

Chairman Castle. That is helpful. 

Let me, at this time; yield 5 minutes to Mr. Case. 

Mr. Case. Thank you. Chair. 1 would like to stay with the same train of thought, because I do 
have some of the same concerns. I preface my remarks by saying that I cosponsored this 
legislation with my colleague, Mr. Bums, because I share his belief that perhaps there are situations 
out there that represent abuse. 

Dr. Clawson, you are probably as good a person to ask as any. We have an obligation 
under IDEA to provide a free and appropriate education. That has been interpreted rightly to 
require that children with special needs be accommodated in the regular classroom, not shunted to 
the side. 

How frequent is it that a child with special needs who is diagnosed with a condition that 
Ritalin could address satisfactorily, no question about it, does not take that drug, could not be 
reasonably accommodated in the regular classroom? That is the question I have. I guess the 
question that I am really putting to you, or thinking out loud about and inviting any of your 
comment about, is: is an absolute prohibition really the right place for us to go? Are there 
situations where we do want to say that we cannot accommodate, "we" being the school, in 
conjunction with the medical providers and under the diagnosis of the medical provider, what we 
do not believe that the child can be accommodated in the regular classroom without some 
medication? That is the question, I think. 

Dr. Clawson. In my experience, that is a frequent occurrence. Many times medication allows the 
child to be in what IDEA would refer to as the least restrictive environment. And the aim would be 
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the regular classroom. 

I do not know if you have been in many elementary school classrooms recently, but they 
tend to be very large, and the teachers really have a difficult time managing them. To put children 
that are very disruptive in a regular classroom tends to disrupt the educational process for all the 
children. 

So I would say there are probably many cases that I run into on a weekly basis where the 
judicious application of psychotropic medication after a thorough medical and psychiatric 
evaluation does help the child function within the regular education setting, or within the least 
restrictive environment. 

Mr. Case. How do we accommodate that basic thought - which I think makes a lot of common 
sense, with the concern that, in essence, we are overmedicating in order to really cop out, if I can 
put it that way, of the need to accommodate a child with special needs in a way that takes care of 
his or her rights under federal law? What the bill says as introduced at least, and we can obviously 
change it, is “any school personnel”. I suppose that means any medical doctor on staff rather than 
teachers, but is that the place to do that. I assume you have worked with special needs children. 

Is the place to do that in the formulation of the IEP, that we could say in the context of that 
IEP that if there is that situation where a child can really only reasonably be accommodated in a 
classroom with some use of drugs refuses that medication with his or her parents' input, that that 
could be a condition of not being accommodated in the regular classroom and really retreated 
outside the classroom? 

Dr. Clawson. Yeah. I think that is - 

Mr. Case. And be subject to the full range of the ability of the parents to sue and have a due 
process hearing, if that is what it took - . 

Dr. Clawson. Those rights arc in place now and that is a process I have been involved in before in 
terms of children requiring more restrictive environments because the family is not in support of 
medication. 

Mr. Case. Is that process working? 

Dr. Clawson. In my experience it is. It can be fairly contentious, and the parents have to be fairly 
motivated or tough to resist the school saying, they would like to have your child in the regular 
class or this type of class, but we really cannot manage them. 

Mr. Case. So perhaps what we are really getting at in the context of this legislation is a situation 
where the parents might not be quite as involved in the IEP where the schools possibly are 
overmedicating or are too quick to medicate, if I can put it that way. 

Dr. Clawson. Well, the schools are not the ones medicating. 
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Mr. Case. I understand that, but you have got the bill saying “school personnel”. 

Dr. Clawson. Schools do not medicate. They can mention medication, but the most a school can 
legally or realistically do is encourage the family to take the child to a physician for an evaluation. 
We hope at that point that the physician engages in a comprehensive medical psychiatric 
assessment to determine the need for psychotropic medication. 

My concern is with this amendment. Even though it might sanction those individuals who 
are abusing it, this legislation could throw a pall over the entire educational system. Teachers feel 
tremendous pressure to try and accommodate children in the regular classroom. They feel pressure 
to do that and yet they are many times overwhelmed and are already worried enough about being 
sued. 


When you go in these IEP meetings, the schools are constantly on the defensive. We throw 
in more laws, and they arc only going to be more concerned. So basically, the schools will cease to 
be helpful, because they cannot say anything. They have to remain extremely legalistic. It is sad to 
see, because you lose that collaborative process between parent and school. And all the research 
shows that when you have a good family school collaboration, you have a better school. Okay? 

So the more the school is fearful of engaging the parents and expressing themselves freely, 
the more we are going to inhibit this collaboration, which is so necessary. 

If we are taking this one-size-fits-all amendment and just tell everyone that they cannot say 
anything, then I think we are really kind of throwing the baby out with the bathwater on some level. 

Mr. Case. Thank you very much. 

Chairman Castle. Thank you, Mr. Case. 

We will now turn to Mr. Burns, who is the sponsor of the legislation. I believe he has a 
statement, and we will yield to him for that and his questions. 


STATEMENT OF REPRESENATIVE MAX BURNS, COMMITTEE ON 
EDUCATION AND THE WORKFORCE, U.S. HOUSE OF 
REPRESENATIVES, WASHINGTON, D.C. 


Mr. Burns. Thank you, Mr. Chairman. I appreciate the committee holding these hearings today. I 
apologize for stepping in late, but I want to start with a statement and then have an opportunity to 
pose a few questions to the panel. 

The Child Medication Safety Act of 2003, H.R. 1170, addresses a significant problem 
facing children and their parents throughout the nation. Some schools unfortunately are requiring 
parents to place their child on drugs in order to attend school, and I think this is wrong. No parent 
should ever be coerced by a teacher, principal, or other school official to place their child on a 
psychotropic drug. No child should ever face the denial of educational services only because they 
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are not taking a psychotropic drug. 

Psychotropic drugs such as Ritalin, Adderall, or other drugs when carefully prescribed by a 
licensed medical practitioner and carefully monitored in the administration, can certainly help an 
individual with attention deficit disorder or attention deficit hyperactivity disorder, controlling 
symptoms of their disease so that they can function effectively. 

These can be miracle drugs for many people, and when properly diagnosed and properly 
administered, many people benefit greatly from their use. But for those who do not need these 
drugs, they can be harmful. In several sad instances, children that have been placed on these drugs 
have died from complications arising from psychotropic drug use. H.R. 1 170 is not antischool. It 
is not antiteacher. It is not antimedication. This bill is designed to be pro-childrcn and pro-parents. 

The legislation simply protects our children from unnecessary medication, and it provides 
the parents with the decision-making power that they should have for their children already. 

I offered a modification of this bill as an amendment during the markup of H.R. 1350, the 
IDEA reauthorization. This amendment was broadly supported in a bipartisan manner. Because 
the amendment only applies to schools receiving special education funds, I am hopeful that this 
legislation will move as a stand-alone measure as well so that parents with children in all of our 
schools receiving federal funds can have the freedom to choose when their child should be 
medicated. 

I thank my cosponsors for their support. I urge the members of the committee to support 
this legislation as it works through, and I would like to again thank the chairman for holding the 
hearing today and thank the panel for their input. 

I would like to ask Dr. Bryson to perhaps refresh my memory on the challenges in Utah. Is 
this a pervasive problem? Do you see this as pervasive? 

WRITTEN STATEMENT OF REPRESENATIVE MAX BURNS, COMMITTEE ON 
EDUCATION AND THE WORKFORCE, U.S. HOUSE OF REPRESENATIVES, 
WASHINGTON, D.C. - APPENDIX F 

Ms. Bryson. Thank you. And I wish it was. Doctor, but it isn't. 1 do serve in the Legislature, but 
thank you. 

Mr. Burns. You sit with other doctors. I thought perhaps. I misspoke. 

Ms. Bryson. Thank you. I will tell you that running this legislation in the year 2002 was a real 
eye-opener, because I discovered that Utah was not alone. There were a number of states, 
particularly in the eastern part of the United States, and neighboring states around me, including 
Colorado, Nevada, Arizona, and California, were all dealing with similar problems, where there 
was coercion felt by parents, that if they did not give these drugs to their children, their children 
would not be allowed in the classroom. 
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In our state we have what is called DCFS, the Division of Child and Family Services, and it 
was a condition of neglect if you did not give your child medication. 

Now, in my state as well, I mentioned earlier that a fourth of our population are kids. I am 
a mother of 6 children. You label my oldest child Lisa with ADF1D, and I cause a ruckus in my 
school. Most likely, my other 5 children are going to suffer in school, and that is what is really sad 
in the state of Utah. Once the child is labeled, then what is the recourse for the parent? I mean, 
this is supposed to be parental rights, and what we were trying to do with some legislation was to 
ensure that the parents had the information. By the way, they are the taxpayers. They are the ones 
that support us in government in these offices, and we need to be aware that they have rights. 

These are their children. And I believe that what we were trying to do was to ensure that they did. 

Unfortunately, I mentioned earlier that our governor did not support that legislation, 
although it was unanimous in our Flouse and our Senate. But it is pervasive. I believe that there 
are problems. 1 believe that particularly young boys are being labeled, especially those that are 
rambunctious and anxious. They do fidget in the classroom. I have often suggested that those 
members of the Legislature in my state have every single one of these remarkable, what I would 
call qualities that may label them as ADF1D. 1 have often thought, yes, and you have to be 
aggressive to become a legislator. So maybe that as well. 

But in looking at all of this, it is a sad situation when wc have to drug kids to teach them. I 
taught school myself in California back in the mid 1970s. I had kids who were in my little 5th 
grade class who were going out and being medicated at noon and coming back in the classroom, 
and they were literally what I would term zombies for the rest of the afternoon. Now, that was not 
a situation where I could help meet their education needs. They were in a position where they were 
not receptive. They could not be receptive, and it was a wonderful classroom. They were now 
compliant. Yes, they were compliant, but were they teachable and were they learning anything? I 
do not believe so. 

I believe it was a total disservice to them, and unfortunately, I have to say in defense of 
teachers, I think that this is a responsibility we should not be placing on them. They arc there to be 
teaching. That is not what they went to school to learn. I think all of us that were teaching school 
believed that we were coming there to give help to see young people succeed. 1 do not believe that 
the intent was ever to have us start diagnosing. My heart actually goes out to teachers that have 
been expected today do this. I think it is a real misplacement of responsibility. 

Mr. Burns. I think as our educational system recognizes that their role is one of a participant, as 
perhaps Dr. Clawson pointed out. I certainly support strong parental involvement throughout the 
educational process, and to ensure that each child achieves their highest maximum potential. 

Perhaps there is disagreement on the panel about the pervasiveness. Dr. Carey. 

Dr. Carey. Pervasive? 


Mr. Burns. Pervasiveness. 
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Dr. Carey. Of what? 

Mr. Burns. As far as the excessive use of medication in our schools today. 

Dr. Carey. Are you talking about pervasiveness of symptoms or of the use of the medication? 

Mr. Burns. The use of the medication. 

Dr. Carey. Well - 

Mr. Burns. Is it a pervasive problem? Do you see it as a pervasive problem? 

Dr. Carey. Yes, it is. It really is. I guess you did not hear my statement. 

Mr. Burns. I did not. That is why I have to ask you. I would like to see if there is consensus. Dr. 
Clawson, do you see it as a pervasive problem? 

Dr. Clawson. Basically, there is recent research that was published in September 2002 where an 
old research mentor of mine from Columbia, Dr. Peter Jensen, in 4 cities across the U.S. - in 
Atlanta, New Haven, Westchester and San Juan, Puerto Rico - went into the records and evaluated 
1,285 children in depth using stringent criteria, and what they found was 5. 1 percent of the children 
between the ages of 9 and 1 7 qualified for a diagnosis of ADHD. 

Interestingly, only 12.1 percent of these children were being medicated. Okay? Out of the 
approximately 1,300. 

Out of the 1,300, there were 8 children that were being medicated for ADHD that probably 
did not meet full criteria for ADHD. 

Mr. Burns. That was a study of a thousand in 4 locations? 

Dr. Clawson. No. Four locations, a study of nearly 1,300 children. And so all I can say is the 
recent research shows at least in these large metropolitan areas, we are not necessarily over 
diagnosing or overmedicating. 

If you will look at Rochester, Minnesota, the Mayo Clinic did a very detailed study and 
followed kids for 6 years that had tremendous access to medical care. Out of all the children that 
were diagnosed with ADHD, approximately two-thirds or three quarters were being medicated that 
had formal diagnoses. So it is hard for me to say prevalence other than what I know is out there in 
the research. 

Mr. Burns. I will wrap up. Do you see this legislation as doing harm? Do you see any down 
side? You know, the objective here is to protect children. 

Dr. Clawson. I think this legislation is kind of the after effect of having severe mental health 
shortages for children and adolescents in this country, and we are trying to legislate telling 
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teachers, not to say there is a problem or mention medication. My sense is, if we take this blanket 
approach to where children are being under diagnosed and under medicated, we will put a further 
pall or further barrier to potential access, although I am not - . 

Mr. Burns. Is your perception that we are under diagnosing and under medicating? 

Dr. Clawson. All the research that 1 have seen actually says that we are under diagnosing. I 
cannot say under medicating. There are certainly circumstances where it appears that - 

Mr. Burns. How does that break out by ethnicity? 

Dr. Clawson. I do not have those figures right now in front of me. There have been studies that 
have revealed that children of minority backgrounds are more frequently medicated. 

Mr. Burns. Three times, I believe, more - 

Dr. Clawson. And I will also point out that there is also indication that the less mental health 
resources you have available, often the higher the use of psychotropic medication. 

Chairman Castle. Thank you, Mr. Bums. 

Mrs. Davis. 

Mrs. Davis. Thank you, Mr. Chairman, and I am glad that that issue came up, because I guess that 
would be a concern. I know that several years ago in San Diego when we began assessing 
children's medical care and the largest majority of children came to school for their health care, 
essentially they saw the nurse as their primary care provider, and in those situations then, kids are 
less likely to get the kind of help and support that they need. 

I wondered, Representative Bryson, if in the Utah area, you had an opportunity to - if there 
had been any scientific data collected to indicate prevalence. I know that anecdotally we are all 
concerned about that, and I can appreciate that, especially when you have groups or classrooms in 
one particular school or several schools cluster that seem to indicate very high levels of children 
that perhaps are under medication. Were there any scientific studies that indicate what those 
numbers actually reveal? 

Ms. Bryson. Thank you. Not to my knowledge. The only thing that we were trying to find out 
was how many prescriptions had been written and what amounts of these types of drugs were being 
prescribed. So there was not any scientific evidence. I know that just recently, although I was 
trying to get my hands on it before coming here, the Department of Health in Utah apparently 
conducted some kind of study and determined that we were at or below the national average on 
prescriptions of Ritalin. However, there are other drugs that arc now being used as well. Were 
there any studies on the number of uninsured children? I am wondering if it is more or less with 
what the country would be. Were there larger numbers of uninsured? I guess the other question 
would be the perception of mental health and whether or not people believed that it was okay to 
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seek a mental health professional, whether that was - 

Ms. Bryson. I cannot tell you that there was a study conducted, but I do not believe the perception 
was always appropriate to seek advice from a medical physician, a psychiatrist, or someone in the 
medical field. I do not think that there was any problem with that, but it came back to information 
and having information about the side effects of these drugs. It is a complex issue when you are a 
parent and it is being suggested by school personnel that you need to take your child here or there 
rather than these are the symptoms or this is what have seen in the behavior of your child. You 
know, being specific is always appreciated by parents. 

Mrs. Davis. Right. No, I understand that, and I think the bottom line - 1 suspect that all the 
witnesses would agree that information to parents is the most important thing we can provide, and 
in a nonbiased fashion. And it surprises me having had experience with school districts that in fact 
the stories that you are sharing are representative of school policy, that it is actually written that a 
school board voted, is that correct, to do this? 

Ms. Bryson. Excuse me. I am sorry. What was mentioned earlier was something about 
encouraging. What I was trying to say is there is nothing that is written that will indicate that they 
have ever made a medical diagnosis. School personnel will not admit that they have ever said, you 
need to take your child to a psychiatrist or your child needs to be on Ritalin, but we know that has 
occurred, and often. 

Mrs. Davis. I guess what I am searching for as a former school board member is that there is a 
stated policy to suggest that, and if there is no stated policy, then I would think there would be 
some intervention on behalf of local officials that would basically say to school personnel that it is 
not appropriate and that there are resources available to help them, to support them, resources 
available to parents to do that. 

And I think that is where we need to be sure and encourage, and perhaps the federal role is a 
little different in that, but I think - 1 was concerned because I wasn't hearing that there was anything 
specific that was in school policy. 

Ms. Bryson. There has not been in school policy, and one of the reasons that legislation is being 
offered in so many states by legislators like myself is because there have been so many problems. I 
mean, where things are being suggested to parents. Maybe it has just gotten out of hand. I believe 
that if you are dealing with this issue now, it is because it has gotten totally out of hand, in that 
school personnel, the expectations are that have been involved. And it literally is diagnosing. 

When you have a little 6-year-old - there are drugs that arc not recommended for kids 6 years and 
under. You mentioned something about some other statistics. I was trying to derive statistics in 
my state on those who are on Medicaid, and I looked at numbers where children 0 to 3 were on 
drugs and questioning why and how and what in the world would ever cause someone to put a child 
- a baby, a baby literally, a toddler, on drugs. It is very frightening. 

Mrs. Davis. Mr. Chairman, I know that my time is up. I would just - 1 think in some ways it is a 
jurisdictional issue. I think that if, in fact, we have school districts that are "recommending," then it 
seems to me that there is a jurisdictional issue here whether or not school boards determine that, in 
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fact, that is not appropriate district policy, and there are certainly guidelines that should be adhered 
to. And we need to be certain that at least they are doing that, because I think that is a first step, no 
matter where you go, and the extent to which we need to legislate here is really a different matter, 
but I would certainly hope that local school boards are providing the direction and the support so 
that people know where the resources are, that they are out there. People can make a judgment 
about that as parents, and I believe totally that parents should have that decision, and, you know, 
honestly sometimes - there is more sophistication than others in this area, but that is not to say that 
parents shouldn't have this information, and there are lots of ways to provide that. And all children 
should have the ability to have their parents at least have good information. 

Chairman Castle. Thank you, Mrs. Davis. 

Ms. Woolsey. 

Ms. Woolsey. When I was a little kid, my grandfather used to sit me down in a chair, and he 
would pay me a nickel for every minute that I did not move, and I never earned one nickel. I was 
in my 60s before I learned how not to move. 

So I am truly, truly worried about people who are going to be just fine, little kids, and 
putting a label on them and giving them drugs. But I am also concerned that we are talking black 
and white. There is no gray in what we are talking about today. And, I mean, if a student entered 
the classroom with a broken arm and the parents absolutely refused to help this little kid who was 
in great pain, what would we do then? And I see a kid that is in - with ADHD being in great pain. 
But that is the real ADHD; I mean, not something because we have got boys that speak out in big 
classrooms that disrupt the classroom. 

So I just - how are we going to get to understanding that kids have to be individuals without 
coercing their parents to put them on drugs? That is my fear. And I want to stop that now. I mean, 
I would go too far one way in order to stop that, I am so very, very concerned about it, but I know 
there is real need also. 

So in talking to me about this, starting with you. Dr. Carey, would you also tell me why - 
and if you think I am wrong - that there are more kids really with ADHD than there were when I 
was a kid, when you were a kid, when you were a kid. Is it real? I mean, is it because their parents 
didn't take care of themselves physically or what? 

Dr. Carey. One cannot answer that question with complete certainty, but I suspect the human race 
has not changed very much since our childhood. I think kids used to squirm, and they just 
squirmed. I share your concern, and you are not going too far in saying that a great deal of normal 
behavior has been pathologized by people who do not know the full range of normal behavior. As 
I mentioned, I have been studying this for 35 years, and I see a great deal of over diagnosis of 
normal behavior as being such things as ADHD. 

My chums in psychiatry say they are concerned about both over- and under diagnosis, but 
they really are concerned more about the under diagnosis. I, as a pediatrician, am more concerned 
about the over diagnosis, because I see a lot of kids who are depressed, who have come from 
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abusive homes, who come to school hungry, sleepy, and the real problem is something other than 
the putative brain defect which underlies ADHD. So keep up your struggle. You are not going too 
far. 

Ms. Woolsey. Dr. Clawson, do you want to respond to that? 

Dr. Clawson. Could you reframe your question briefly? 

Ms. Woolsey. Well, just mainly are there more children with ADHD than in the past? I mean, 
truly - . 

Dr. Clawson. Once again, that is very difficult. I think that the field has advanced, and so our 
diagnostic specificity has improved over the years, and there is greater publicity and greater public 
education about ADHD as a diagnosis. I do not feel that at its core there are more people with 
ADHD than there were. I think there is perhaps an increased identification, as well as perhaps 
shifts in culture. I might hypothesize in terms of what we are expecting of kids, and whether there 
is a tolerance for squirminess or not. 

I do feel that there are cases of over diagnosis, but I would say the research, including the 
Surgeon General's report, shows that there is massive under diagnosis. Only 1 in 5 kids with a 
mental illness is being treated, and these other factors that are brought up about abuse, poverty, 
those are very real issues, and those do not say that a diagnosis of ADHD exists or does not exist, 
but those are very important issues that have to be addressed as well. Unfortunately an amendment 
like this does not really address. 

Ms. Woolsey. Well, what would this amendment do if a parent had insisted that the child be on 
drugs and the school new absolutely for sure that that kid didn't need to be on drugs? What 
happens with this amendment? It sounds to me like the teachers don't have a voice in that. Has 
anybody looked at it from that regard? Have you, Katherine? 

Ms. Bryson. I have not, but you know the bottom line is the parent's right, and in fact, it is very 
unique. I have never been in a situation where someone has come forward. 

Ms. Woolsey. Dr. Carey, do you have - . 

Dr. Carey. That is an unusual situation, I would submit, and it is the parent's decision, and it is the 
school's responsibility to do something only if the use of drugs is impairing the kid's school 
function. 

Ms. Woolsey. Okay. Well, Dr. Clawson. 

Dr. Clawson. I would agree that if the child is being impaired somehow, it is a decision that is 
made collaboratively with the parents and the physician, and we cannot let the physicians abdicate 
their responsibility by throwing the burden on the schools. 
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Ms. Woolsey. We may do another round. Right? 

Chairman Castle. Well, we may, may not. We will have a discussion about that. 

Thank you, Ms. Woolsey. 

Mr. Wilson. 

Mr. Wilson. Thank you, Mr. Chairman. I would like to thank all three of you for being here 
today, and I also want to congratulate the freshman Congressman from Georgia, Mr. Bums, for 
proposing this, and he has just been so proactive here in Congress. We are really proud of his 
service. 


This is an issue that is important to me. I have had two sons in resource classes. This has 
been a big week, and one of them will be sworn in to the Bar Association. 1 know that the 
Congressman thinks we need more Congressmen. And then the other will take concluding 
exams on Friday. I am confident he will continue his dean's list position in college as a senior. So 
it is amazing what can be done, and our family is very appreciative. But 1 am concerned about this 
issue. For all three of you, I would like to know what your thoughts are on expanding the scope of 
Fl.R. 1170, to include other drugs under the Controlled Substances Act, beginning with 
Representative Bryson. 

Ms. Bryson. I would love to see that occur. I think that is applaudable. I think that it needs to 
happen, and I appreciate such consideration. I probably could go on, but I think those who have 
much more knowledge in the medical arena could speak to this as well. 

Dr. Carey. Well, I guess Dr. Clawson should be the one with the answer here, but I would say that 
there are other drugs being given now. The second most common diagnosis now seems to be 
bipolar disorder, which seems to be getting hooked onto a great variety of kids, and they are getting 
various medications for that. Pretty soon teachers will be starting to tell parents that their kids have 
bipolar disorder and they could be getting medicated. 

So by extension, it seems to me that, yes, it should be extended to other drugs as well. 

Dr. Clawson. When you mentioned controlled substances, that is a fairly formal category of drugs 
that are felt to have physiologic, addictive, and abuse potential. So I am a little confused by your 
question in terms of drugs being controlled. This goes to the same issue. Only one fifth of children 
in the country are being treated for mental illnesses. There are a lot of untreated mental illnesses. 
Psychotropic medications are used in certain mental illnesses or at certain levels of severity. 

My argument would be similar. I do not think teachers really have the training or the 
authority to determine whether students need this drug or that drug. Once again, we are trying to 
limit the collaborative process that goes on where teachers are providing information to parents 
who then decide on their own whether to seek medical consultation, and then collaborate with and 
decide in conjunction with their physician whether to try psychotropic medication. 
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So I would not support that for the same reasons that I cited earlier. 

Mr. Wilson. Thank you very much, and, again, Representative Bryson, we really appreciate you 
being so active in this and coming all the way to Washington to educate us. 

Do you have any ideas on how to work with teachers, doctors, and parents, to reduce the 
emphasis of medication as the first answer and instead look to other ways to work with the child to 
address the issue? 

Ms. Bryson. Thank you. I mention that I myself had taught school some years ago, and I kept 
thinking there was never any mention of medication. There was never anything. It was always 
classroom intervention. I mean, there were methods to deal with behavioral situations. In fact, 
sitting here, I thought about what we would do if there were not any types of medication out there, 
which we seem to use so freely. Who would have thought 30 years ago that we would hear the 
term Ritalin and that 6 to 8 million kids would be on this particular drug or drugs like it? But are 
there other issues here? I think we need to look more carefully at when we do any kind of 
diagnosis of kids. When we are looking at their problems as far as reading or math or the areas that 
are of real concern. 

I am not a physician, but I know from my experience as a teacher, there were things that I 
felt could be implemented in the classroom, and I am sure that with some consideration, that this 
again - 1 mean, there are interventions you look at when you have behavioral problems in a 
classroom, and communication with a parent such as writing letters. In our state trying to just 
suggest that communication done through letters was not amenable to our school boards. It was 
almost like if you make a commitment to acknowledge that there might be a problem, that that was 
unacceptable. It was a very strange situation and very uncomfortable for me. 

But coming back, I think that there have to be other interventions, and maybe even the 
mental health community can look at this. But I do not believe that in all these cases that we just 
put these kids on drugs. 

Mr. Wilson. Thank you, and I know that my wife who is a schoolteacher would agree with you. 
Thank you very much. I now yield the balance of my time. 

Chairman Castle. Thank you, Mr. Wilson. 

Mr. Van Hollen is next. 

Mr. Van Hollen. Thank you, Mr. Chairman, and I want to thank Congressman Burns for the 
hearing as well, and Mr. Chairman as well for the opportunity. 

I just want to make sure I understand the - we have got the legislation, but then there seems 
to be a broader debate beyond the legislation as to the prevalence of ADHD and the use of Ritalin, 
because the legislation I think from the testimony on all sides, it is clear that no one thinks that 
teachers should be prescribing Ritalin or saying that we should require kids as a condition to going 
to school to take Ritalin. I think the general consensus 1 hear all of you say is this is something that 
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belongs in the medical practice and should be diagnosed by a physician. 

But I would ask you. Representative, what your sense is with respect to whether or not there 
is a legitimate diagnosis for ADHD and whether you believe that it is appropriate in certain eases to 
prescribe Ritalin for that. 

Dr. Carey. Perhaps you missed what I said earlier. I said that there are a small percentage of 
children who undeniably are so overactive or inattentive, that they are hard for anybody to manage. 
But I would put that about 1 or 2 percent. The official psychiatric view is 3 to 5 percent, kids who 
really have a problem, where it is the inattentiveness or the activity that are the problem. 

Now, this has become a convenient wastebasket into which all other problematic kids can 
be thrown. The kids who arc having trouble learning, who are difficult to get along with, who are 
hungry, who are sleepy and so on. It certainly should not go any higher than 5 percent, and yet it 
does go quite a bit higher than that. As I mentioned, 17 percent in a study in Norfolk, Virginia, and 
1 heard anecdotally recently that in a certain elite private school in New York City, it is 40 percent. 

Mr. Van Hollen. And Representative Bryson, do you have an opinion on this issue? 

Ms. Bryson. I would agree. I would have to agree wholeheartedly with Dr. Carey. 

Mr. Van Hollen. Well, one of the issues here - we are trying to get to the relationship between a 
schoolteacher who has children in the classroom for a good part of the day obviously and the 
parents and what that appropriate relationship is. 

If you are a parent and you seek out the advice of a teacher, you say, how is my child doing 
in your classroom, do you believe it is inappropriate for the teacher to offer an opinion on that if 
part of that opinion is, you know, he is acting like other kids who have this ADHD. 

Ms. Bryson. As I mentioned, I taught some years ago. I always felt that it was my responsibility 
to convey to the parent what was happening, at least quarterly, if not more often by meeting with 
parents and talking with them. But I think it is important is to convey exactly what you are 
observing, rather than that this child over here takes Ritalin, and, you know, your son looks just 
like him. Well, maybe Johnny over here should not have even been on Ritalin, and so that is a 
false assumption. 

I believe that we need to be very puristic about this, and if we see a child and, yes, he may 
have problems in reading or, yes, he may be out on the playground and at times he seems a little bit 
aggressive. However, I think those are things that we convey and communicate to the parents and 
let the parents who deal with that child a lot more than we do - 1 mean, than teacher does, makes 
those decisions, but at least present the information. 

I think parents, ultimately, love that child. No matter what anyone says, I believe they do 
love their children, and they want to see their child succeed. As a mother of 6, 1 like information so 
that my child can strive and do their best. 
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Mr. Van Hollen. I understand. I guess I am trying to get at the relationship between the parent, 
who I agree loves the child who actually seeks out information from a teacher, and whether or not 
what kind of limitations we may be putting on teachers that we may think are actually appropriate 
opinions. I would be interested, Dr. Clawson - you actually deal with this issue on a regular basis. 
What do you think the impact of something like this could have on that relationship? 

Dr. Clawson. Well, I think as I testified to earlier, I think once again we are putting further 
restrictions on teachers. Teachers have a number of demands and restrictions for documentation, 
what they can and cannot say. And once again, we are telling them you can make a conclusion. I 
have had many teachers make similar conclusions but couch it and say, listen, I have had other kids 
respond to this. I do not know, but my opinion is you should have this investigated further by a 
medical professional. 

It is not necessarily wrong. Every time a teacher voices an opinion, I would not say that 
that is coercion. That is expressing an opinion which parents can then take and investigate and 
make a decision, you know, as parents of this child. 

Mr. Van Hollen. Right. Ultimately, any prescription has to be made and diagnosed by a medical - 


Dr. Clawson. Right. Teachers recommend vision screenings. They recommend hearing 
screenings if they have concern regarding a child's general health in the classroom. We want them 
to be able to do that, and in the same way, I think we would want to be able to allow them to feel 
free to make recommendations or suggestions regarding issues around a child's emotional and 
mental well-being. 

Mr. Van Hollen. Right. I think everyone would agree we don't want teachers coercing the parent, 
but on the other hand it seems to me the parent, as Representative Bryson, you said, I mean, they 
should have all the information. And they can choose to disregard the teacher's opinion, but I guess 
my question is why would we want to - obviously we don't want a teacher saying you have to put 
your kid on Ritalin and making the diagnosis in order to come to school, but if the parent were to 
seek out the opinion of a teacher with the obvious understanding the teacher can't make the 
prescription, it is going to be a doctor, why would we prohibit a teacher from offering an opinion in 
response to a question from parent? Representative - 1 was asking Representative Bryson. 

Ms. Bryson. I was listening to you. I was just thinking of what you really want as parent is to 
know what is happening to your child, but in some cases you do not want to discourage a teacher 
from communicating with you, but you also do not want them to act as the physician. 

Mr. Van Hollen. I think we are in agreement on the fact that we don't want the teacher to act as a 
physician. My concern is that we somehow prohibit a teacher from responding - providing their 
opinion in response to a request from a parent. I mean, I may have my child at home and I have 
been observing the child, and I may have some concerns and I want to know what is going on in 
the classroom, and I want to ask the teacher about that and ask that teacher's opinion with respect to 
it. 
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I can disregard that opinion. I mean, I guess why are we afraid of the - 1 understand why 
we are we would be concerned about any teacher requiring a parent to put a kid on Ritalin, but why 
are we afraid of just having the opinion of a teacher reach the parent with respect to this? 

Ms. Bryson. It has been my experience that what you are suggesting is probably not what is 
occurring as frequently and what is happening is just the opposite, is where the teacher is 
approaching the parent and suggesting that there are some problems. From there sometimes it goes 
as far as even suggesting that Johnny in the classroom is on Ritalin, and maybe that will help your 
son. And that is the direction I guess that when I have been approached as a legislator, that is what 
I have heard. 

Mr. Van Hollen. Thank you, Mr. Chairman. If I could just - if I could have something submitted 
for the record. It is a statement by Audrey Spolarich, who is the Chair of the Coalition of 
Children's Health which outlines a number of opinions on this whole issue and some concerns. 

Chairman Castle. Without objection, the document is submitted for the record as accepted [SEE 
APPENDIX G], 

Chairman Castle. We are going to go to Mrs. Musgrave at this point. 

Dr. Carey, did you have something you wanted to say on that before we went to the next 
questioner? Your light was on is the reason I ask that. 

Dr. Carey. Well, hopefully parents will understand that teachers are not diagnosticians and they 
should not be asking them in the first place, and teachers should have the sense not to give 
diagnosis when they are asked. But we cannot stop that from happening, can we? Or can we? 

Mr. Van Hollen. I guess the issue is - and just getting back to the distinction between something I 
think everyone should agree on, which is that teachers shouldn't be saying-playing the role of 
doctors and saying, you know, your kid can't come to school if they are not on Ritalin. I am sure 
there is a big debate to the extent that is happening. Some people say it is happening a lot, some 
people say it is not. But between that issue and a parent who is genuinely concerned and is seeking 
information possibly from a teacher in a classroom who is observing their child day in and day out 
and wanting to get the opinion of the teacher and whether this would have any impact on the ability 
of the teacher to express his or her opinion. 

The words of it don't require it, but-because it says they can't require them. The bill is 
narrow in that sense. It says, you know, prohibiting school personnel from requiring a child to 
obtain a prescription. My question is, is part of your - is it your opinion, though, that it is - 1 am 
trying to get to the broader issue here. Is it your opinion that it would be inappropriate for the 
teacher to offer an opinion in response to a question from the parent, whatever that opinion is, and 
understanding the parent can reject it? 

Chairman Castle. Can you respond briefly, Dr. Carey? We need to go- 
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Dr. Carey. I would rather the teacher not respond, but I do not know how I am going to stop it. 
Chairman Castle. Mrs. Musgrave. 

Mrs. Musgrave. Before I speak, Mr. Chairman, I would like to yield a minute to Mr. Bums. 

Mr. Burns. I thank the lady from Colorado. Just a point of clarification, and I appreciate my 
friend and colleague Mr. Van Hollen. This is a very simple bill. It is very specific. It does not in 
any way prohibit input or discussion or dialogue between teachers, parents, and physicians. It does 
attempt to put the decision-making process in the hands of the trained medical professional and the 
parent, and I think that is very important. I yield back the balance. Thank you. 

Mrs. Musgrave. Thank you. Coming from Colorado, you are aware of Columbine, the stain that 
will forever be on our state. The school shooters were on Luvox and Prozac. And as I understand 
this, they would not be prohibited from school coercion under this particular bill. But as we 
consider those kinds of drugs and the behavior of those students, it is alarming to me, to say the 
least. And what I am wondering about today, I would like to particularly address the doctors here, 
what do we know about the long-term effects of drugs like Ritalin or Adderall? 

Dr. Clawson. Essentially stimulants, amphetamines have been used longer than almost any other 
drug available that has been used since 1937. Over the last 30 years, stimulants, particularly 
mcthylphenidate and dextroamphetamine are some of the best studied drugs of any drug available 
to humans. They have been found to be generally safe and well tolerated. Like any medication, 
including over-the-counter medications, they can have adverse consequences, and that is why they 
require a prescription and medical management and supervision. But - 

Mrs. Musgrave. If I may ask, how about experience or evidence in regard to use with young 
children? 

Dr. Clawson. To my knowledge, there have not been exhaustive longitudinal studies where, for 
instance, a young child would be placed on a stimulant then followed for 20 or 30 years, although 
there is data amassing to show that there are not long-term adverse effects. I do not think that that 
is an absolute. Any drug you give a child can have a long-term adverse consequence, because we 
do not know all of the potentials, but the fact that we have been researching particularly stimulants 
for the last 30 years gives us a tremendous amount of medical research data to support that 
dramatic adverse consequences have not been reported or found with these medications, other than 
well-described specific cases where there are adverse events, just like any other medication. You 
can get this with Benadryl, aspirin, or many of these things. Any medication can have an adverse 
outcome. 

Mrs. Musgrave. Yes. 

Dr. Carey. There are some side effects from Ritalin and such drugs, but as Dr. Clawson says, they 
are fortunately relatively minor in the studies that have been done so far. 
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What I find most disturbing is the fact that these drugs are now being used in preschool 
children, and as somebody said, even as young as infants. 


Dr. Carey. At a time when the brain is still completing itself, laying down myelin and developing 
further, we have no idea what that is going to do to the development of the brain. 

And there is a study going on now, but I am very apprehensive about that, and 1 hope that it 
will not get to be a common process. It is very hard to know in little kids what is abnormal 
behavior and what is just a feisty kid. 

So 1 have to say that we do not really know very much about little children. 

Mrs. Musgrave. Well, I have been concerned with the way, many times, that we think that all 
children should behave in the same way. 

I appreciate your remarks. When you have 27 little people in a room and you think that 
they should all be compliant and acting in a certain way, I think we are making a big mistake. 

Representative Bryson, did you find out any evidence, when you were working on your 
legislation, in regard to documenting how students performed, for instance after they have been put 
on Ritalin or a similar drug, in elementary school? Does anyone know what their academic 
performance is in 2 years, 4 years, or 6 years? Do we know if there is still a problem for the 
teacher in the classroom? Have we followed these students enough to see what their behavior is 2, 
4, or 6 years down the road? 

Ms. Bryson. I think we would all be curious to see that. To my knowledge, there has not been any 
long-term study on this. I would like to have seen it. The only thing I had a chance to hear was 
actually from students. As I was working on this legislation, they looked at quite a few substitutes, 
and there were a number of people, college students, who came forward and spoke with me and 
testified. But there were personal situations where they said they were placed on Ritalin, but their 
reading skills did not improve or the skills in other areas did not improve. 

Yes, they were compliant, but as far as any studies of anything that was documented, I have 
not seen anything. 

Mrs. Musgrave. Well, I just wanted to end up talking about how vulnerable a mother feels, 
particularly when you have your first child in school. You have your heart vested in this student, 
your first-born, when you go in to consult with the teacher. 

I could put myself in that place very easily because the older of our two sons, the eldest of 
our four children, was not learning to read in first grade; and he was not hyperactive, but he was 
having problems. I still remember what I felt like when I went before that teacher. I had a college 
education; I probably had a little more self-confidence than some, but I went in there wanting to 
find a solution for Chad's reading problem. And I talked to that teacher. I can now put myself in 
the place of mothers and fathers that go in when their child is not succeeding and realize how 
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impressionable they are to the comment that a teacher would make. 

I have been a teacher. I know the big responsibility that teachers have. 

And I would just like to commend Mr. Bums, because I think you have crafted a bill here 
that walks the fine line. Yes, we want to be respectful of our educators. We want them to be able 
to communicate with parents. But we do not want them going over the line where they would push 
a parent into doing something that they thought was best for their child, whereas this teacher really 
does not have the capacity to be giving this kind of information. 

And so I want to stand up for those moms and dads that want the best for their children and 
are seeking advice from the teacher. And I want that teacher who is very qualified in that 
educational arena to give educational advice, and I do not want drugs to be our first solution to very 
complex problems. 

And I do not want all of our kids to have to be the same because they are unique and 
precious individuals, and we need to look at them as individuals. 

Chairman Castle. Well, thank you, Mrs. Musgrave, I would like to thank the witnesses for being 
here today. I would like to thank all the members who participated. We tried to be generous of the 
time in this round of questions so that everybody could get their questions in. 

I was talking with Ms. Woolsey, and we both sort of admitted that this is a hearing that 
probably raises as many questions as it answers. That is not bad. That shows something about 
insight, about all of you. I happen to be supportive of the legislation at hand, but obviously we do 
need to be careful when we legislate in these areas; and I think we have helped to shed some light 
on that. We appreciate very much all of you being here. 

Let me turn to Ms. Woolsey and see if she has any closing comments. 

Ms. Woolsey. I do. Thank you. 

I think we all have to look at the legislation to make sure there is some gray in it, that it is 
not black and white, because every person and all of these little kids are, to some degree, between 
one side or the other on this, unless they are severely ill. So I want to look at it from that regard. 

And I want to protect children from being drugged because they are being children. And I 
will say that over and over. 

Thank you. 

Chairman Castle. Mr. Bums, as the sponsor did you wish to make a brief closing comment? 

Mr. Burns. I would like to thank the panel for your input, and I thank the committee for holding 
the hearing. I think we are on the right track. I believe we are making progress. Our primary goals 
are the same on both sides of the aisle; and our goal and our objective is to protect the children of 
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America and make sure they receive a quality education without the use of drugs, if at all possible. 
And I support that. 

Thank you, Mr. Chairman. 

Chairman Castle. Thanks again, everybody. And with that, we stand adjourned. 

[Whereupon, at 3:45 p.m., the subcommittee was adjourned.] 
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Statement of Chairman Michael N. Castle 
Subcommittee on Education Reform 
Hearing on 

Child Medication Safety Act of 2003 
May 6, 2003 

Good morning. Let me begin by welcoming our guests, witnesses, and members of this 
Committee. Thank you all for being here today. I appreciate the opportunity to discuss the 
Child Medication Safety Act and look forward to your comments and recommendations. 

On September 29, 2000, the Committee on Education and the Workforce held a hearing 
entitled, “Behavioral Drugs in Schools: Questions and Concerns.” Witnesses testified about the 
use of psychotropic drugs by youth. In September 2002, the House Committee on Government 
Reform held a hearing to explore the use of psychotropic drugs in our nation’s schools. They 
found that, in many cases, parents are being required by school officials to place their child on a 
psychotropic medication such as Ritalin or Adderall to allow them to remain in the classroom. 

Psychotropic drugs, when prescribed and monitored by a licensed medical practitioner, 

: can be helpful for individuals properly diagnosed with attention deficit disorder (ADD) or 
attention deficit-hyperactivity disorder (ADHD). These medications can help to control the 
■ symptoms of their disease so that these individuals can function. 

However, these drugs have the potential for serious harm and abuse. They are listed on 
Schedule II of the Controlled Substances Act. Drugs are placed on Schedule II when the drug 
has a high potential for abuse or may lead to severe psychological or physical dependence.” 

Schools are an important source of information for families and we encourage an open 
line of communication between schools and families. Parents, however, should never be forced 
to decide between getting their child into school and keeping their child off of potentially 
harmful drugs. School personnel should never presume to know the medication needs of a child. 
Only medical doctors have the ability to determine if a prescription for a psychotropic drug is 
physically appropriate for a child. 

To address this significant problem, my colleague on this Committee - Representative 
Max Bums of Georgia - introduced H.R. 1170, the Child Medication Safety Act of 2003. The 
goal of this Act is straightforward. It would require States to establish policies and procedures 
prohibiting school personnel from requiring a child to take medication in order to attend school. 
This would prevent parents from being forced into making decisions about their child’s health 
under duress from school officials. 

We look forward today to hearing from our witnesses on the benefits and dangers of 
psychotropic drugs and on efforts by parents and state legislatures to address the coercion issue. 

With that, I would yield to my colleague from California, Mrs. Woolsey for any opening 
statement that she may have. 
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APPENDIX B- WRITTEN OPENING STATEMENT OF RANKING 
MEMBER LYNN C. WOOLSEY, SUBCOMMITTEE ON EDUCATION 
REFORM, COMMITTEE ON EDUCATION AND THE WORKFORCE, U.S. 
HOUSE OF REPRESENATIVES, WASHINGTON, D.C. 
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REP. LYNN WOOLSEY 
OPENING STATEMENT 
SUBCOMMITTEE ON EDUCATION REFORM 
HEARING ON “PROTECTING CHILDREN: THE USE OF MEDICATION IN OUR 
NATION’S SCHOOLS AND H R. 1170, CHILD MEDICATION SAFETY ACT OF 

2003” 

Tuesday, May 6, 2003 


THANK YOU, MR. CHAIRMAN. 

I’VE SAID BEFORE WHEN THE SUBJECT OF RITALIN HAS COME UP BEFORE 
THIS COMMITTEE, I RAISED FOUR CHILDREN AND I AM SURE THAT 
RITALIN WOULD HAVE BEEN SUGGESTED FOR AT LEAST TWO OF THEM IF 
THEY WERE IN SCHOOL TODAY. 

AND I HAVE CONCERNS ABOUT THAT, BECAUSE I THINK THAT WE ARE 
BLURRING THE LINE BETWEEN THE BEHAVIOR OF AN ACTIVE, HIGH- 
SPIRITED CHILD AND A CHILD WITH A DISABILITY. 

THIS IS NOT TO SUGGEST, HOWEVER, THAT ATTENTION DEFICIT 
HYPERACTIVITY DISORDER (ADHD) IS NOT A VERY REAL DISABILITY FOR 
MANY CHILDREN. ADHD ROBS SO MANY CHILDREN AND THEIR PARENTS 
OF THE PLEASURES OF CHILDHOOD AND FAMILY. THE CHILDREN ARE 
LABELLED AS “BAD” FOR THINGS THAT THEY CAN’T CONTROL. THE 
PARENTS FIND THEMSELVES FRUSTRATED AND OFTEN ANGRY. 

PROPERLY PRESCRIBED, AND COUPLED W’lTH OTHER THERAPIES, RITALIN 
HAS ENABLED THOUSANDS OF CHILDREN WITH ADHD TO ACHIEVE AT 
SCHOOL AND BOND WITH THEIR FAMILY AT HOME. THE SUCCESS OF 
RITALIN HAS BEEN WELL DOCUMENTED AND IT IS AN IMPORTANT 
RESOURCE THAT MEDICAL PROFESSIONALS SHOULD BE ABLE TO 
CONSIDER WHEN PLANNING TREATMENT FOR A CHILD WITH ADHD. 

HOWEVER, THE GROWING INCREASE IN THE MANUFACTURE AND 
PRESCRIPTION OF RITALIN IS A CAUSE FOR CONCERN. THE DECISION TO 
TREAT A CHILD WITH ANY DRUG, BUT CERTAINLY A STIMULANT LIKE 
RITALIN, SHOULD BE MADE VERY CAREFULLY AND ONLY AFTER 
COMPREHENSIVE EVALUATION AND DIAGNOSIS. IT IS CRUCIAL THAT 
PARENTS BE VERY WELL INFORMED ABOUT RITALIN - BOTH ITS POSSIBLE 
SUCCESSES AND POSSIBLE SIDE EFFECTS - IF IT IS BEING CONSIDERED FOR 
THEIR CHILD. AND, IT GOES WITHOUT SAYING, PARENTS SHOULD HAVE 
THE FINAL WORD IN DECIDING WHETHER OR NOT THEIR CHILD SHOULD 
TAKE RITALIN. 
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THIS IS SUCH AN IMPORTANT ISSUE AND I LOOK FORWARD TO 
DISCUSSING IT WITH OUR PANEL AND THE SUBCOMMITTEE MEMBERS 
HERE TODAY. 
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APPENDIX C - WRITTEN ST A TEMENT OF HON. KA THERINE BRYSON, 
: STATE REPRESENTATIVE, UTAH HOUSE OF REPRESENTATIVES, 
OREM, UTAH. 
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FOR THE COMMITTEE ON EDUCATION AND WORKFORCE 
Testimony from Katherine Bryson, Utah State Legislator, May 6, 2003 


Thank you for the opportunity to speak about this grave national issue and let me start with 
commending the Committee for recognizing that the coercive use of psychotropic drugs on 
children is not a few “isolated" incidents, but is impacting hundreds, if not thousands, of 
families across America. 

While Utah was once the Ritalin capital of America, this Schedule II drug seems to have 
dropped to a national average level now in our State. However, in the wake of raised 
public awareness about the risks of Ritalin, other stimulants like Adderall and the 
amphetamine Dexadrine are deluging the child psychiatric market in its place. In fact, 
Adderall now comprises 32% of the national stimulant market, with 6.1 million prescriptions 
in 2000 and $248 million in sales. 

Yet, this drug has already been cited in a North Dakota criminal judgment in 1999 where a 
young father was not held criminally responsible for the murder of his 5-week-old daughter 
because he was in a psychotic state caused by Adderall. Psychiatrists testified that the 
drug induced the psychotic state causing delusions. 

There are other drugs, not covered by Schedule II of the Controlled Substances Act, that 
are also forced onto children, including Cylert, a Schedule IV drug, and antidepressants 
that are not scheduled at all. Zoloft and Paxil are among the group of new antidepressants 
that, in 1999, were prescribed to 1.7 million children. In fact, between 1995 and 1999, 
there was a 19-fold increase in 2 - 19 year olds prescribed these drugs. 

A FOX National News series last November found that a person taking Paxil is 8 times 
more likely to attempt or commit suicide than if taking a placebo. More than half of the last 
12 school shootings have been committed by teenagers taking psychotropic drugs. 

Meanwhile, school personnel faced with children who often have not been properly taught 
to read, who may be coming to school on a breakfast of sugar or no breakfast at all, who 
could be affected by lead, mercury or other toxic substances — a plethora of explainable 
reasons — are assessing them in the classroom as having a “learning disorder" or Attention 
Deficit Hyperactivity Disorder (ADHD). From here, parents are being coerced into 
drugging their child with threats of the child's expulsion or charges of medical neglect by 
Child Protective Services against the parents who refuse to give or take their child off a 
psychiatric drug. 

Parents are losing their right to choose. They are being told that ADHD is a 
“neurobiological” disorder when even the Surgeon General’s 1999 report on mental health 
cannot confirm this. They are being denied access to tutoring or additional educational 
services for the sake of a “quick fix” drug like Ritalin that some studies say is more potent 
than cocaine. 



44 


Often, once the child is medicated, the various side effects associated with the drug, and 
which I have found were too often not disclosed to the parents when they were first given 
the prescription, become apparent. The child may have difficulties sleeping, eating; he 
may have stomach problems and may be irritable. Worse yet, when withdrawing from the 
drug he may become so emotionally disturbed as to feel suicidal. While the parents may 
want to take the child off the drug at this point, they are too afraid of the implied 
consequences and feel powerless. 

The President’s Commission on Excellence in Special Education also reported that 40 
percent of children labeled with “learning disorders” were so labeled simply because they 
had not been taught to read. Yet through Special Education and public schools generally, 
we allow children to be forced onto powerful and, at times, addictive psychotropic drugs for 
this misidentification. 

While we spend over $50 billion on the War on Drugs, we are allowing our teachers to be 
used as mental health clinicians diagnosing learning problems as “disorders” and 
“diseases” and forcing this belief on parents. 

We must learn from the tragic stories that parents are coming forward with. We must learn 
from the Columbine High School Shooting, where teen killer Eric Harris, was taking a 
violence-inducing antidrepssant at the time of the crime. In 1999, the Colorado State 
Board of Education sent us all a message when it passed a Resolution calling for 
: academic rather than drug solutions to behavioral and learning problems in the classroom. 

I realized the gravity of the situation after being contacted by many parents in Utah and 
hearing what 1 can only describe as horror stories, some of which I have attached to my 
written testimony for your review. With Utah children comprising a quarter of our total 
population, the need for protection was more than apparent. Subsequently, I ran a bill in 
2002 to prohibit school personnel from pressuring parents into drugging their children. The 
Utah legislature recognized the need for this protection and passed the bill by an 
overwhelming majority of 89 in favor with only seven dissenting votes. 

Tragically, the Governor of our State failed to listen to the needs of our families. For 
reasons that can only be speculated upon at this time, he vetoed the bill, thus condoning 
the coercive drugging of Utah’s future generation. 

Unless we, as legislators, do something about this coercive situation and using medication 
instead of education, we become accomplices to what many see as a drug-pushing 
epidemic sweeping across our nation’s schools. 

I support HR 1170, but believe the Committee would be remiss in not broadening this to 
include all prescribed psychotropic substances. The bill is not just necessary, it is 
absolutely vital. 
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H.B. 123 Enrolled 


MEDICAL RECOMMENDATIONS FOR 

CHILDREN 

2002 GENERAL SESSION 

STATE OF UTAH 


Sponsor: Katherine M. Bryson 

This act modifies the State System of Public Education code and the Judicial Code by 
prohibiting school personnel from making certain medical recommendations for a 

child, 

including the use of psychotropic drugs. This act provides that the Division of Child and 
Family Services may not initiate an investigation or remove a minor from the custody 

of his 

parent on the basis of the refusal of the parent to consent to the administration of a 
psychotropic drug to a child, or to consent to certain treatments or evaluations of the 

child. 

This act provides a coordination clause. 

This act affects sections of Utah Code Annotated 1953 as follows: 

AMENDS: 

78-3a-301 (Subsection (l)(m) is repealed 07/01/02), as last amended by Chapters 153 
and 250, Laws of Utah 2001 
ENACTS: 

53 A-l 1-602, Utah Code Annotated 1953 
Be it enacted by the Legislature of the state of Utah: 

Section 1. Section 53 A-l 1-602 is enacted to read: 

53A-11-602. Prohibited recommendations -- Psychotropic drugs -- Exceptions — 
Penalties. 

O) As used in this section: 

(a) "school" means a public school: 

(b) "federal education law" means: 

(i) 20 U.S.C. Sec. 1401 etseq.: 

(ill 20 U.S.C. Sec. 7101 etseq.: 

(iii) 29 U.S.C. Sec. 794: and 

(iv) 42 U.S.C. Sec. 12101 etseq. 
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(2) Except as provided in Subsection (4) or (5), school personnel mav not: 

(a) recommend to a parent or guardian that a child take or continue to take a psychotropic 
drug as a condition for attending school: 

(b) require that a child take or continue to take a psychotropic drug as a condition for 
attending school: 

(c) recommend that a parent or guardian seek or use any of the following: 

(i) the administration of any psychotropic medication to a child: 

(ii) a psychiatric or psychological treatment for a child: or 

(iii) a psychiatric evaluation of a child: 

(d) conduct a psychiatric or behavioral health evaluation of a child: 

(e) recommend a specific licensed physician, psychologist, or any other health specialist to 
a parent or guardian for a child: or 

(0 make a child abuse or neglect report to authorities, including the Division of Child and 
Family Services, solely on the basis that a parent or guardian re fuses to consent to: 

(a) the administration of a psychotropic drug to a child: 

(b) a psychiatric, psychological, or behavioral treatment for a child: or 

(c) a psychiatric or behavioral health evaluation of a child. 

(3) Nothing in this section mav be construed to restrict school personnel from: 

(a) communicating information between school personnel regarding a child: 

(b) informing a child's parent or guardian of a perceived behavioral problem of the child \ 
provided that: 

( i ) an assertion or recommendation is not made in violation of Subsection (2): and 

(ii) an attempt is not made to denigrate, criticize, or punish a parent, guardian, or child 
for 

a decision made by the parent or guardian for the child to take . not take, or discontinue to 

take a 

psychotropic drug: or 

(c) exercising their authority relating to the placement within the school or readmission of 
a child who mav be or has been suspended or expelled for a violation of Section 53A-11- 

904. 

(4) Notwithstanding Subsections (2)(c) and (d). a mental health pro fessional acting in 

- 2 - 


accor dance with Title 58. Chapter 60. Mental Health Professional Practice Act or licensed 

through 

the State Board of Education, working within the school system mav. for the sole purpose of 
complying with federal education law: 

(a) recommend, but not require, a psychiatric or behavioral health evaluation of a child: 

(b) recommend, but not require, psychiatric, psychological or behavioral treatment for a 
child; and 

(c) conduct a psychiatric or behavioral health evaluation of a child with the consent of the 
child's parent or guardian. 

(5) Notwithstanding Subsection (2)(e), a school district may make available to an 

interested 

parent or guardian a list of community resources . which may include mental health services, 
provided that the list conspicuously states the following: 

"This list is provided as a resource to you. The school neither recommends nor requires 

that 

you use this list or any of the services provided in it. It is for you to decide what services, if 
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any. to 

access and from whom you wish to obtain them, " 

(6) A local school board shall adopt a policy that indicates that a violation of this section 
is 

cause for disciplinary action under Section 53A-8-104 . 

Section 2. Section 78-3a-301 (Subsection (l)(m) is repealed 07/01/02) is amended to 

read: 

78-3a-301 (Subsection (l)(m) is repealed 07/01/02). Removing a child from his home 
— Grounds for removal -- Exigent circumstances. 

(1) The Division of Child and Family Services may not remove a child from the custody of 
his natural parent unless the division complies with the provisions of Title 62 A, Chapter 4a, 

Child 

and Family Services, including Subsections 62A-4a-103 (2)(b) and 62A-4a-201 (3), and 
unless there 

is substantial cause to believe that any one of the following exist: 

(a) there is a substantial danger to the physical health or safety of the minor and the 

minor's 

physical health or safety may not be protected without removing him from his parent's 

custody. If 

a minor has previously been adjudicated as abused, neglected, or dependent, and a 

subsequent 

incident of abuse, neglect, or dependency has occurred involving the same alleged abuser or 

under 

i similar circumstance as the previous abuse, that fact constitutes prima facie evidence that the 

child 
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cannot safely remain in the custody of his parent; 

(b) a parent engages in or threatens the child with unreasonable conduct that causes the 
minor to suffer emotional damage and there are no reasonable means available by which the 

minor's 

emotional health may be protected without removing the minor from the custody of his 

parent; 

(c) (i) the minor or another minor residing in the same household has been physically or 
sexually abused, or is deemed to be at substantial risk of being physically or sexually abused, 

by a 

parent, a member of the parent's household, or other person known to the parent. 

(ii) For purposes of this Subsection (l)(c), another minor residing in the same household 
may 

not be removed from the home unless that minor is deemed to be at substantial risk of being 
physically or sexually abused as described in Subsection (l)(c)(i) or (iii). 

(iii) If a parent has received actual notice that physical or sexual abuse by a person known 
to the parent has occurred, and there is evidence that the parent failed to protect the child by 

allowing 

the child to be in the physical presence of the alleged abuser, that fact constitutes prima facie 
evidence that the child is at substantial risk of being physically or sexually abused; 

(d) the parent is unwilling to have physical custody of the child; 

(e) the minor has been left without any provision for his support; 

(f) a parent who has been incarcerated or institutionalized has not or cannot arrange for 
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safe 

are 


not 


laboratory- 
where the 


factors 

consent to: 


may 
minor is 


and appropriate care for the minor; 

(g) a relative or other adult custodian with whom the minor has been left by the parent is 
unwilling or unable to provide care or support for the minor, the whereabouts of the parent 

unknown, and reasonable efforts to locate him have been unsuccessful; 

(h) the minor is in immediate need of urgent medical care; 

(i) (i) a parent's actions, omissions, or habitual action create an environment that poses a 
threat to the child's health or safety; or 

(ii) a parent's action in leaving a child unattended would reasonably pose a threat to the 
child's health or safety; 

(j) (i) the minor or another minor residing in the same household has been neglected; and 
(ii) for purposes of Subsection (j)(i), another minor residing in the same household may 
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be removed unless that minor is deemed to be at substantial risk of being neglected; 

(k) an infant has been abandoned, as defined in Section 78-3a-3 1 3.5 ; 

(l) the parent, or an adult residing in the same household as the parent, has been charged or 
arrested pursuant to Title 58, Chapter 37d, Clandestine Drug Lab Act, and any clandestine 

operation, as defined in Section 58-37d-3 , was located in the residence or on the property 

child resided; or 

(m) the child's welfare is otherwise endangered, as documented by the caseworker. This 
Subsection (l)(m) is repealed on July 1, 2002 unless further authorized by the Legislature. 

(2) The Division of Child and Family Services may not remove a minor from the custody 
of his parent solely on the basis of educational neglect. 

(3) The Division of Child and Family Services may not remove a minor from the custody 
of his parent solely on the basis of mental illness of the parent in the absence of one of the 

described in Subsection (1). 

(4) The Division of Child and Family Services may not initiate an investigation or remove 
a minor from the custody of his parent on the basis of the refusal of the parent solely to 


(a) the administration of a psychotropic drue to a child: 

(b) a psychiatric, psychological, or behavioral treatment for a child : or 

(c) a psychiatric or behavioral health evaluation of a child. 

[(4)] (51 The Division of Child and Family Services shall comply with the provisions of 
Section 62A-4a-202,l in effecting removal of a child pursuant to this section. 

[$}] (6i (a) A minor removed from the custody of his natural parent under this section 

not be placed or kept in a secure detention facility pending court proceedings unless the 

detainable based on guidelines promulgated by the Division of Youth Corrections. 

(b) A minor removed from the custody of his natural parent but who does not require 
physical restriction shall be given temporary care in: 

(i) a shelter facility; or 

(ii) an emergency kinship placement in accordance with Section 62A-4a-209 . 
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Section 3. Coordination clause. 

-5- 

the 


OL 
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[Bill Documents] [Bills Directory] 



If this bill and H.B. 295 both pass, it is the intent of the Legislature that the Office of 
Legislative Research and General Counsel shall make the following changes in preparing 

database for publication: 

(1) Subsection 78-3a-301(4) shall be amended to read as follows: 

" ( 4 ) A court mav not remove a minor from the custody of the minor's parent or guardian 
solely on the basis of the refusal of the parent or guardian to consent to: 
fa) the administration of a psychotropic drug to a child: 

(b) a psychiatric, psychological or behavioral treatment for a child: or 

(c) a psychiatric or behavioral health evaluation of a child " 

(2) Subsection 78-3a-301 (4) in H.B. 295 shall be renumbered as Subsection 78-3a-301 


(3) Subsection 78-3a-301 (5) in H.B. 295 shall be renumbered as Subsection 78-3a-301 
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January 27, 2002 
Dear Legislators, 

I wanted to share my story with you so that you could see why I fully 
support representative Katherine Bryson's efforts to prohibit school employees 
from having anything to do with recommending medications and any sort of 
psychological or psychiatric evaluations for children. 

When my son Justin was in first grade, he would finish his school work 
early and hum. I was called into the school by his teacher who told me that she 
thought Justin had Attention Deficit Disorder. She told me that I needed to take 
Justin to the school counselor. 

The counselor saw Justin and told me that I needed to get him a 
prescription for Ritalin through a medical doctor. I didn’t want my son medicated 
and didn’t agree with her “diagnosis” as Justin was in fact just fine and so I 
refused. My husband and I were repeatedly called into the counselor’s office. 

She was verbally abusive and once even screamed at us. My husband and I 
were afraid that our son would be expelled if we didn’t go along. The pressure 
was very intense. 

However, I still refused. When the school personnel realized that I 
wouldn’t give in, they finally dropped the matter. The whole incident lasted a long 
time and was absolutely horrible. I am very concerned that other parents to 
whom this happens may feel coerced enough that they agree to have their 
children drugged against their will. 

By the way Justin is doing just fine in school. He is a very good student 
and a great kid. 

I urge you to protect parents and children across the state of Utah and see 
that this bill becomes law. 
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January 29, 2002 
To Whom It May Concern: 

When I was 16 in Davis High school, I was withdrawn and my grades were 
below average. I was actually bored in school. I mainly spent my time drawing 
pictures. 

Because of my failing grades I was put in a special class called Resource. 
The school gathered all the Resource program teachers nad the school Principal 
and asked for a meeting with my mother. She was told during the meeting that 
there was something wrong with me since I was drawing all the time, and that 
she was to take me to a psychologist named Dr. Manwiil. She was also told that 
she needed to follow whatever the psychologist recommended. My mother said 
that even though nothing was clearly stated, she definitely felt that if she didn’t go 
along I wouldn’t be allowed back in school. 

I went to the psychologist who gave me a very strange test with about 400 
questions. After the test was completed, Dr. Manwiil said that I had to go to a 
regular doctor who could prescribe medication. I was sent to Dr. Christian who 
put me on Prozac initially. After being on this drug I felt horrible and wanted to do 
violent acts. I had never been violent in my life. My mother took me back to the 
doctor who then prescribed Zoloft. 

I kept going to school. I should point out that my grades didn’t improve and 
I was still drawing. I drew the human figure including bones and muscle structure. 
The human body has always fascinated me as an artist and I still love doing 
renderings of it. The school personnel told me mother that my drawings showed 
that I was a danger to myself and others and that I could no longer attend school. 

I remained home where I studied enough to get my high school diploma. I 
continued to pursue my interest in art and now work full time as a graphic artist. 

I never wanted to be on those drugs and don’t feel that I ever needed 
them. The only reason why I was given those drugs in the first place was 
because my mother felt she had no choice. Getting off Zoloft was one of the 
hardest thing I have ever had to do in my life. 
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TESTIMONY OF DAWN GORDON 
EXECUTIVE OF ABILITY SCHOOL 
APRIL, 23, 2002 

Dear Legislator, 

As an educator, I have been following House Bill 123, the so-called Ritalin bill by 
Representative Katherine Bryson, with great interest. 

In my years of running Ability School I have come across numerous case histories 
of parents being coerced into drugging their child by school personnel. I assure you that I 
never considered those case histories to be “anecdotal” as claimed by the Governor when 
he vetoed HB 123. The number of students being drugged because of recommendations 
made by school staff is a real problem. 

The parents who experienced the coercion were very upset and were left to feel 
rather helpless. Several parents have brought their children to Ability School because 
they felt they could no longer keep them in a public school setting without the child being 
medicated. The coercion brought upon the parents does happen and must be stopped. 

The role of the legislature is to create laws to protect citizens from harm and 
ensure that society can go forward in the most optimum fashion. HB 1 23 is a very well 
crafted piece of legislation that accomplished both of those goals. Legislators voted in 
favor of this bill, and in so doing, recognized that children and parental rights need to be 
protected. 

I believe that the Governor failed to research the issue thoroughly before he 
vetoed the bill. Had he done so, he would have realized that HB 123 does handle a 
problem not addressed by any existing law, does protect parents and children from harm, 
and does not in any way prohibit teachers from communicating with parents. 

I urge you to override the Governor’s veto of HB 123 and by doing so protect 
parents and children throughout Utah. 
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APPENDIX D - WRITTEN STA TEMENT OF DR. WILLIAM CAREY, M.D., 
DIRECTOR OF BEHAVIORAL PEDIATRICS, CHILDREN'S HOSPITAL OF 
PHILADELPHIA, PHILADELPHIA, PENNSYLVANIA. 
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Protecting Children: The Use of Medication in Our Nation’s Schools 

Testimony at Committee on Education and the Workforce 
William B. Carey, M.D, 

May 6, 2003 

In the last two decades the United States has experienced a great increase in the 
diagnosis of Attention Deficit Hyperactivity Disorder (ADHD) and its treatment with 
stimulants. Not only child health professionals but now also a wide variety of unqualified 
persons, such as preschool teachers and acquaintances, are freely offering the diagnosis 
and confidently urging parents to accept their judgment and obtain drug treatment, such 
as methylphenidate (Ritalin), for the child. If a physician formally applies the label, 
educational and governmental authorities sometimes attempt to coerce parents into 
accepting the verdict and giving the medication or face the possibility of exclusion of the 
child from school or being judged unfit parents. This chaotic situation urgently requires 
intervention at several levels, including the Federal government. 

One should acknowledge at the outset that virtually all well informed professional 
observers agree that about 1-2 % of the child population are so pervasively overactive or 
inattentive that they are very difficult for anyone to manage. Although the cause of their 
problems is often not clear, they are likely to perform better with medication as a part of 
their management. But why are up to 1 7% or more of children being given this label? 
Why is 80% of the world’s methylphenidate being fed to American children? 

1) The diagnosis of ADHD is very impressionistic and highly subjective, making it easy 
to include a broad variety of children: 

a) The component symptoms, such as “often talks excessively,” are not clearly 

different from normal. 

b) There is no confirmatory laboratory test, and no proof that the behaviors are 

due to brain malfunction. 

c) The diagnosis is usually made with vaguely worded, brief questionnaires. 

2) Even if one accepts the current definition, there is abundant evidence that it is not 
being applied rigorously at the practical level. Two large surveys of medical practice in 
the leading psychiatric and pediatric journals have established that about 60% of the time 
medical practitioners are not using the established diagnostic criteria. 

3) Contrary to the popular notion, the stimulants being prescribed today are not specific 
for ADHD. Improved behavior when taking them is not proof of the diagnosis. Ritalin 
would make any of us function better. 

I am one of a group of pediatric moderates who say that both the radical critics 
and the American Psychiatric Association’s diagnostic system are wrong, because we 
believe that these children do have real problems but that the diagnosis and management 
is not so simple as is presently being proposed by the Association’s official manual. 
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There is no easy answer to this chaotic situation. The main elements in a solution 
could be: 1) a better diagnostic system, 2) better research, 3) better education of 
professionals and the public, 4) better individualized evaluations of children, 5) better 
treatment with greater reliance on psychosocial and educational interventions, 6) better 
monitoring of aggressive advertising by the drug companies, 7) better reimbursement 
schemes for physicians so that they are allowed to take the time necessary to do adequate 
evaluations. The appropriate professional groups must solve the first five of these steps. 
The last two lie within the proper range of the Federal government. 

To these measures I add for your special consideration today the need for national 
legislation to prevent educational and governmental officials at any level from requiring 
parents to accept the diagnosis and use drug treatment for fear of the legal actions of 
exclusion from school or child protective agency intervention. 

My reasons are simple: The definition of ADHD is extremely vague, the 
application of it in American medical practice is inadequately disciplined, and the current 
treatment is nonspecific and noncurative. For parents to be penalized in any way for 
skepticism and noncompliance would be medically unsound and ethically unsupportable. 
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1. Will you be representing a federal, Stale, or local government entity? (If the 
answer is yes please contact the committee). 


2. Please list any federal grants or contracts (including subgrams or subcontracts) which yps 
have received since October 1, 2000: 

#2. T7? VUC OOOl^L 
/|KS>, IHcrfrS C^ravct 
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3. will you be representing an entity other than a government entity? * es i _ 

j 4. Other than yourself please list what entity or entities you will be representing: 

I 


5. Please list any offices or elected positions held and/or briefly describe your representational 
capacity with each of the entities you listed in response to question 4: 

0j»(5> C-urir4v)+- o<Cf,'oe<.. 
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6, Please list any federal grants or contracts (including subgrants or subcontracts) received by the 
entities you listed in response to question 4 since October 1 , 2000, including the source and 
amount of each grant or contract: 


7. Are there parent organizations, subsidiaries, or partnerships to the entities you Yes No 
disclosed in response to question number 4 that you will not be representing? If 
so, please list: 
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APPENDIX E - WRITTEN STATEMENT OF DR. LANCE CLAWSON, 
PRIVATE PSYCHIATRIST, CABIN JOHN, MARYLAND. 
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Child £ Adolescent 
Psychiatry 


American Academy of Child and Adolescent Psychiatry 
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Introduction 

The American Academy of Child and Adolescent Psychiatry (AACAP) is a medical 
membership association established by child and adolescent psychiatrists in 1954. With 
6,700 members strong, the AACAP is the leading national medical association dedicated to 
treating and improving the quality of life for the estimated 7-12 million American youth 
under 1 8 years of age who are affected by emotional, behavioral, developmental and mental 
disorders. AACAP supports research, continuing medical education and access to quality 
care. Child and adolescent psychiatrists are physicians fully trained in diagnosing and 
treating the disorders of childhood and adolescence. 

My name is Lance Clawson, M.D. I am a Board Certified Child and Adolescent Psychiatrist 
practicing in Bethesda, Maryland. Currently in private practice, I have served as the medical 
director of Child and Adolescent Psychiatry at the University of Maryland School of 
Medicine, and I am a clinical assistant professor of psychiatry at the Uniformed Services 
University of the Health Services. I am a member of the American Academy of Child and 
Adolescent Psychiatry. 

The AACAP thanks Chairman Castle for holding this hearing. It is important that this 
hearing presents the comprehensive information about treatment for children’s mental 
illnesses. This statement represents basic background information rather than the final word 
on diagnosis and treatment of any one disorder. Hearings such as this help respond to the 
periodic waves of media attention questioning the prevalence and treatment of certain 
disorders such as Attention-Deficit-Hyperactivity Disorder (ADHD), which are confusing to 
the public and understandably perplexing to legislators. Some reports on children’s mental 
illnesses are carefully researched, balanced articles, defining the disorder and its treatment 
and educating readers, other publications have caused confusion and spread misinformation. 
This hearing can make legislators and the public better able to judge the validity of 
information and clarify the misinformation and misperceptions. 

The AACAP is concerned about the effect ofH.R. 1170, legislation that was attached as an 
amendment to H.R. 1350, the Individuals with Disabilities Education Act (IDEA) requiring 
schools to develop policies and procedures prohibiting school personnel from requiring that 
a child be placed on psychotropic medications as a condition of attending school. AACAP 
agrees that medications should be used only as part of a treatment plan arrived at after a 
comprehensive evaluation and diagnosis. Medication assessment and prescribing medication 
is the exclusive role of a qualified medical professional, not school personnel. The decision 
to include medication as part of the treatment plan for a child or adolescent with a mental 
illness should be a decision agreed to by parents and caregivers, in close consultation with a 
qualified and trusted medical professional. 

Schools are a critically important source of information for families about their children and 
their emotional and mental well being. The importance of open communication between 
school professionals and families about the health and well being of students, and where 
indicated, the freedom to recommend a comprehensive medical evaluation, cannot be 
overstated. The AACAP is concerned about legislation that would restrict school 
professionals from communicating with families about legitimate mental health related 
concerns. While H.R. 1 170 does not explicitly prohibit communication between school 
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personnel and families about mental health concerns, its enforcement provisions could cause 
school personnel to be fearful about communicating with families regarding a student’s 
emotional or behavioral well-being. 

The more pressing issue, as reported by the Surgeon General in 1 999, is the unacceptably 
high number of children with mental illnesses that are not being diagnosed or treated. The 
AACAP is concerned that the amendment to H.R. 1350 may create a barrier to treatment for 
children and adolescents with mental illnesses, many of whom are identified in school 
settings. 

General Status of Children’s Mental Health 

The Surgeon General’s 2000 report on children’s mental health estimated that about 12 
million American children and adolescents aged 9 to 1 7 have a diagnosable mental or 
emotional illness. Of this number, fewer than 20% receive treatment. Barriers to treatment 
are a lack of affordability, lack of availability of specialists, including child and adolescent 
psychiatrists, and stigma. The stigma carried by mental illnesses is often worse in children 
than in adults. Parents often worry that medications will stigmatize their child. The 
increased recognition of children and adolescents with mental illnesses underscores the 
importance of research into of children’s mental illnesses and the critical need for more 
effective treatment options, including new medications. 

This Congress is also considering whether to make parity for mental illnesses the law, and 
doing this would advance the timely assessing, diagnosing and treating of children with 
mental illnesses. We must be sure that this will be done accurately and appropriately. 

Attention-deficit/hyperactivity, the Disorder 

It is important that this hearing’s record contain accurate information about the prevalence, 
diagnosis and treatment children’s mental illnesses, including the use of medications. 
Research on this disorder is ongoing and extensive, and new findings are a constant, but 
children and adolescents showing symptoms that raise concerns should have access to 
timely assessment, appropriate diagnosis and treatment that is safe and effective. 

From the AACAP Practice Parameters for the Assessment and Treatment of Children, 
Adolescents, and Adults With Attention-Deficit/Hyperactivity Disorder 
Attention-deficit/hyperactivity disorder is one of the most common psychiatric disorders of 
childhood and adolescence. Recent clinical experience and research document the 
continuation of symptoms into adulthood. The literature on ADHD is voluminous, with 
literature searches revealing hundreds of studies on the disorder. As with all illnesses, 
mental or physical, research is ongoing with findings integrated into practices as they are 
made available through training or publication. The AMA’s Council on Scientific Affairs 
1997 report responded to a request from physicians that the AMA study the increasing 
number of diagnoses of ADHD and address public concern regarding possible over- 
prescription of ADHD medications. 

ADHD is a condition with onset in childhood, most commonly becoming apparent during 
the first years of elementary school. ADHD may be associated with a number of co-morbid 
psychiatric conditions as well as with impaired academic performance and with both patient 
and family emotional distress. 
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Epidemiology of ADHD 

According to the National Institute of Mental Health (NIMH), Attention Deficit 
Hyperactivity Disorder, or ADHD, is the most commonly diagnosed psychiatric disorder of 
childhood. It’s estimated to affect approximately 5 percent of school-age children, although 
published studies have identified a prevalence rate as high as 12% in some populations. It 
occurs three times more often in boys than in girls. 

We also know that ADHD runs in families, and contrary to previous beliefs, it doesn’t 
always go away as you grow up. In fact, the latest research indicates that as many as half of 
all children with ADHD continue to have problems into adulthood. This is actually one of 
the reasons there is an increase in the overall use of medication: adults are now being 
recognized and treated for ADHD. 

Understanding and Diagnosing ADHD 

The key features of the diagnosis include: inattention, hyperactivity and impulsivity. The 
symptoms must also be interfering with the child’s life at home, in school, at work or with 
their friends. The diagnostic criteria are specific and well established within the field. They 
are the product of extensive and numerous research studies conducted at academic centers 
and clinical facilities throughout the country, (see attached AMA Council on Scientific 
Affairs (CSA) Report 5-A-97). 

ADHD is not an easy diagnosis to make, and it’s not a diagnosis that can be made in a 5 or 
10 minute office visit. Many other problems, including anxiety disorders, depression and 
learning disabilities can present with signs and symptoms that look similar to ADHD. 
There’s also a high degree of co-morbidity, meaning that over half the children who have 
ADHD also have a second significant psychiatric problem. 

The diagnosis of ADHD requires a comprehensive assessment by a trained clinician. In 
addition to direct observation, the evaluation includes a review of the child’s developmental, 
social, academic and medical history. It should also include input from the child’s parents 
and teachers, and a review of the child’s records. Schools play a critical role in identifying 
kids who are having problems, but schools should not make diagnoses or dictate treatment. 
ADHD is also a condition that should not be taken lightly. Without proper treatment, a 
child with ADHD may fall behind in schoolwork and have problems at home or with 
friends. It can also have long-term effects on a child’s self-esteem, and lead to other 
problems in adolescence, including an increased risk of substance abuse, adolescent 
pregnancy, school failure and trouble with the law. 

The treatment of ADHD should be comprehensive, and individualized to the needs of the 
child and family. Medication, including methylphenidate or Ritalin, can be extremely 
helpful for many children, but medication alone is rarely the appropriate treatment for 
complex child psychiatric disorders such as ADHD. Medication, if it is used, should only 
be used as part of a comprehensive treatment plan, which will usually include individual 
therapy, family support and counseling, and work with the schools on an individualized 
education plan (IEP) tailored to help the child succeed academically. 

In terms of methylphenidate, there are literally hundreds of studies clearly demonstrating the 
effectiveness of this medication on many of the target symptoms of ADHD. It is also 
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generally well tolerated by children, with minimal side effects. Nonetheless, there are 
concerns that some children may be placed on medication without a comprehensive 
evaluation, accurate and specific diagnosis or an individualized treatment plan. There are 
similar concerns about the many children with ADHD and other psychiatric disorders, who 
would benefit from treatment, including treatment with medication, but who go 
unrecognized and undiagnosed, and who are not receiving the help that they need. 

General Epidemiology and Prevalence of ADHD 

Current estimates indicate that 10 percent of boys and 2 percent of girls have ADHD, so 
general prevalence is estimated at 6 to 9 percent of the school-age population in the United 
States. ADHD accounts for one third to one half of referrals for mental health services for 
children. There is a strong male predominance, with an almost 10 to one ratio for diagnosis 
boys to girls. The reported number of people with ADHD in the United States was over 2 
million in 1995, up from 900,000 in 1990. The rapid increase in these numbers and in the 
prescribing of medications, specifically Ritalin, for the treatment of ADHD, has raised 
questions about accurate diagnosis and treatment. Medical associations such as the 
American Academy of Child and Adolescent Psychiatry, the American Psychiatric 
Association and the American Academy of Pediatrics have developed guidelines for 
diagnosing and treating ADHD. The AACAP has developed educational materials for 
parents and educators to help them understand this disorder and judge the accuracy of the 
diagnosis and the course of the treatment plan. Because child and adolescent psychiatrists 
are the only medical specialty -with specific training in the diagnosing of childhood and 
adolescent mental illnesses, a special effort has been taken by the AACAP to inform the 
public and the media about ADHD. 

Recent Prevalence Data 

Last September, a review article by child and adolescent psychiatrist Peter Jensen, M.D., 
addressed this issue in detail. Dr. Jenson’s article is included in the background materials. 
Dr. Jensen is currently the Ruane Professor of Child Psychiatry at Columbia University. He 
was formerly the Associate Director for Child and Adolescent Research at the National 
Institute of Mental Health. He notes in his article that most studies and media reports have 
not been based on actual diagnostic data, but have relied instead on HMO or Medicaid 
medication databases. Dr. Jensen and his colleagues actually performed comparative 
evaluations of 1,285 children in 4 communities (Atlanta, New Haven, Westchester and San 
Juan, Puerto Rico) to determine the prevalence of ADHD, as well as the forms of treatment 
utilized. The results were that 5.1% of children and adolescents between the ages of 9 and 
17 met the diagnostic criteria for ADHD; yet only 12.1% of these children were being 
treated with medication, suggesting that at least in these communities, medication is 
currently under-prescribed. These authors also found 8 children who were receiving 
medication who did not meet the full diagnostic criteria for ADHD, although they did have 
high levels of ADHD symptoms. Dr. Jensen concludes that on the basis of these results, 
there is no evidence of widespread over-treatment with medication. On the contrary, it 
appears that, at least in these communities, the majority of children with ADHD are not 
receiving what we would consider to be appropriate and effective treatment. 

Prescribing Practices: Are Children Being Overmedicated? 

The issue of prescribing practices also enters into the discussion of diagnosing ADHD or 
any other mental illnesss. It is established that there are regional, professional and 
demographic variations in actual prescribing patterns and practices, which would lead to 
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making a case for both “under-“ and “over-prescribing,” i.e. appropriate and inappropriate 
use of medications. Dr. Jensen states that, . .it is essential for clinicians and prescribers to 
separate fact from fancy concerning actual prescribing practices. Such information should 
serve not only to define gaps in research knowledge, but also to heighten professionals’ 
awareness about evolving practice trends, so that more informed discussion could take place 
in professional and public arenas.” The APA, AACAP and American Academy of 
Pediatrics have all developed practice parameters and guidelines for treating ADHD. The 
organizations have also included distribution of the parameters as part of the concerted 
effort to make updated diagnostic information easily available. One example of reducing 
geographic differences is the recent purchase of the AACAP’s ADHD practice parameters 
by the state of North Carolina for distribution to clinicians who work in public health in that 
state. The results of this exercise are not available yet, but it reveals how serious officials 
are about the issue of accurate diagnosis and treatment of the children within their 
jurisdictions. 

One disturbing prescribing practice, is that of prescribing presumptively rather than after a 
thorough assessment. This practice can be adjusted as parameters and guidelines become 
accessible to physicians who are not trained to treat children with mental illnesses. It will 
also be assisted by additional training support. In a study released in 2000, a survey of office 
visits to physicians throughout the United States, found that the proportion of visits by 
children or adolescents ages 0 to 1 7 years with a diagnosis of ADHD that also resulted in a 
prescription of psychostimulant medication had increased significantly between 19S9 and 
1996. 

When looking at prevalence, the prescribing practices must be considered as part of the 
discussion. Understanding children’s mental illnesses and how to diagnose and treat is not a 
constant, especially when prescribing medications. The base of research and the data 
attached to it advance the numbers of children recognized and referred and, thus, the number 
diagnosed and treated. This is progress. A key part of this progress is to assure the public 
that the diagnosis is accurate and the treatment effective. 

The possibility of misunderstandings about the nature of prescribing practices for children’s 
mental illnesses reflects the need for ongoing research to assure the public further that these 
conditions exist and that children and adults do not have to endure the symptoms that keep 
them from developing naturally. To the extent one believes that such conditions are rare or 
do not exist in children, any amount of prescribing of psychotropic agents is likely to be 
viewed as “over-prescribing.” Some research shows that up to 21% of children between the 
ages of 9 and 17 have diagnosable mental or addictive disorders (Shaffer et al, 1996). Dr. 
Jensen addresses the issue of “over-prescribing” in his most recent article (Jensen, 2002), 
“Without awareness of the reality of childhood mental illness and the impact that these 
conditions exert on children’s development, the myth will persist among many persons that 
psychotropic medications should not be used at all with children. This “one-size-fits-all” 
assumption likely does great harm in delaying many parents and professionals in making 
informed treatment choices. The accusatory question sometimes heard by parents — “Are 
you drugging your child?” — suggests double standards for the use of psychotropic 
medications. Although ADHD and other childhood behavioral/emotional disorders can be 
just as devastating as other life-long ailments, such as asthma and diabetes, psychotropic 
agents that have been proven effective are often not even considered. However, as when 
treating asthma or diabetes, delaying effective treatments of childhood behavioral/emotional 
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disorders also poses significant risks, such as enduring declines in functioning and 
disturbances in development. In many instances, psychotropic medications constitute an 
essential tool to assist suffering children and their families.” 

Recognition and Diagnosis of ADHD 

One of the primary reasons for this hearing is to examine the increase in the numbers of 
children and adolescents diagnosed with ADHD. One of the first areas to be examined is 
the accuracy of the diagnosis. The diagnosis of ADHD cannot be made using a simple 
checklist of symptoms or reacting to initial comments from a parent or a teacher. We are 
learning from the ongoing research into ADHD how to more accurately diagnose the 
disorder, but there is no question that the diagnosis is the key to appropriate treatment and 
effective outcomes. A child or adolescent with ADHD will have one or more of three types 
of disorders: hyperactivity, inattention (distractibility), and/or impulsivity. Some will have 
only one of these disorders; some will have two; some will have all three. Critical to the 
diagnosis is the understanding that ADHD is neurologically-based and, for most individuals, 
has been present since birth. Thus, the behaviors reflective of the disorder have been 
present throughout the child or adolescent’s life and are present throughout each day; that is, 
they are chronic and pervasive. 

This concept of chronic and pervasive behavioral patterns is critical to the diagnosis. Such 
emotional problems as anxiety or depression can result in an individual being restless, 
inattentive, and irritable (thus impulsive). Certain learning disabilities can result in an 
individual being inattentive. However, with anxiety, depression, or a learning disability, the 
hyperactivity, distractibility, and/or impulsivity begins at a certain time or occurs during 
certain situations. For example, a child is described as hyperactive and inattentive in the 
fourth grade. It is noted that no previous teacher described the child as such. A more 
detailed clinical exploration shows that the child’s parents separated during the summer 
between third and fourth grade. 

What are the symptoms of ADHD? 

Currently, a child who has ADHD has been diagnosed according to the following criteria: 
DSM-1V Diagnostic criteria for Attention-Deficit/ Hyperactivity Disorder 

A. Either (1) or (2): 

(1) six (or more) of the following symptoms of inattention have persisted for at least 6 
months to a degree that is maladaptive and inconsistent with developmental level: 
Inattention 

(a) often fails to give close attention to details or makes careless mistakes in schoolwork, 
work, or other activities 

(b) often has difficulty sustaining attention in tasks or play activities 

(c) often does not seem to listen when spoken to directly 

(d) often does not follow through on instructions and fails to finish schoolwork, chores, or 
duties in the workplace (not due to oppositional behavior or failure to understand 
instructions) 

(e) often has difficulty organizing tasks and activities 

(f) often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental 
effort (such as schoolwork or home work) 

(g) often loses things necessary for tasks or activities (eg., toys, school assignments, 
pencils, books, or tools) 

(h) is often easily distracted by extraneous stimuli 
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(1) is often forgetful in daily activities 

(2) six (or more) of the following symptoms of hyperactivity/impulsivity have persisted for 
at least 6 months to a degree that is maladaptive and inconsistent with developmental level: 
Hyperactivity 

(a) often fidgets with hands or feet or squirms in seat 

(b) often leaves seat in classroom or in other situations in which remaining seated is 
expected 

(c) often runs about or climbs excessively in situations in which it is inappropriate (in 
adolescents or adults, may be limited to subjective feelings of restlessness) 

(d) often has difficulty playing or engaging in leisure activities quietly 

(e) is often "on the go" or often acts as if "driven by a motor” 

(f) often talks excessively 
Impulsivitv 

(g) often blurts out answers before questions have been completed 

(h) often has difficulty awaiting turn 

(i) often interrupts or intrudes on others (e.g., butts into conversations or games) 

B. Some hyperactive-impulsive or inattentive symptoms that caused impairment were 
present before age 7 years. 

C. Some impairment from the symptoms is present in two or more settings (e.g., at school 
[or work] and at home). 

D. There must be clear evidence of clinically significant impairment in social, academic, or 
occupational functioning. 

E. The symptoms do not occur exclusively during the course of a Pervasive Developmental 
Disorder, Schizophrenia, or other Psychotic Disorder and are not better accounted for by 
another mental disorder (e.g., Mood Disorder, Anxiety Disorder, Dissociative Disorder, or 
a Personality Disorder). 

Longitudinal studies show that between fifty and seventy percent of children will continue 
to have ADHD as adults. Even for those who improve at puberty, the residual emotional, 
social, and family problems might persist into adolescence and adulthood if not addressed. 

It is now understood that in about fifty percent of individuals, ADHD is inherited. Thus, 
there is a high likelihood that one or both parents also have ADHD or had ADHD as a child. 
Perhaps some of these studies suggesting parents of children with ADHD have a higher 
probability of emotional and work difficulties is explained by their unrecognized ADHD. 

Another set of research findings suggest that girls with ADHD are more likely to be missed 
than boys. These findings are especially true for girls who are only inattentive. Boys, when 
struggling and frustrated, are more likely to act out and misbehave; thus, boys are more 
likely to be evaluated. Girls, under the same conditions, are more likely to become passive 
and withdrawn; thus, they are missed. 


The Outcome of ADHD 

If a child or adolescent with ADHD is not identified and treated, he or she is at great risk for 
developing serious emotional or behavioral problems. Being unable to attend to learning, 
there is the risk of academic underachievement and failure, and friendships may suffer. The 
child experiences more failure than success and is criticized by teachers and family who do 
not recognize a health problem. These problems increase during adolescence. Some 
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outcomes studies on these unrecognized individuals suggest a higher risk of school drop out, 
substance abuse, delinquency, or other serious problems. In November 2000, the Coalition 
for Juvenile Justice estimated in their annual report that 50 - 75% of teenagers in the 
juvenile justice system nationwide have a diagnosable mental disorder and these numbers 
appear to be growing. Thus, it is critical that children with mental illnesses, including 
ADHD, be identified and diagnosed early. With the proper treatment, the outcome is much 
more likely to be positive. 

Treatment of ADHD 

The treatment of ADHD must involve several models of help, including individual and 
family therapy, cognitive and behavioral therapy, parent education, the use of appropriate 
behavioral management programs, modification to the child’s educational plan, and the use 
of appropriate medications. Such a multimodal approach is needed because children and 
adolescents with ADHD frequently have multiple areas of difficulty. As with learning 
disabilities, the total person must be understood in his or her total environment. Educators, 
family members and others around a child with ADHD have to understand what is causing 
the distractibility, loss of concentration, frustration and depression linked to this disorder. 
Cognitive therapy can help build self-esteem, reduce negative thoughts and improve 
problem-solving skills. Parents can leam management skills such as issuing instructions one 
step at a time rather than issuing multiple requests at once. Educational modifications, 
which all students with ADHD are entitled to under the Individuals With Disabilities 
Education Act (IDEA) can address the symptoms of ADHD along with any coexisting 
learning disabilities. 

Evaluation by a child and adolescent psychiatrist or psychiatrist specializing in children’s 
disorders is appropriate for any child or adolescent with emotional and/or behavioral 
problems. Most children and adolescents with serious emotional and behavioral problems 
need a comprehensive psychiatric evaluation. Unfortunately, access to comprehensive 
psychiatric evaluations has declined during this age of managed care. Incentives to 
diagnose quickly and provide a treatment plan based on a rushed evaluation contribute to the 
statistics that show an ever increasing prevalence rate and more use of stimulant 
medications. 

Comprehensive psychiatric evaluations usually require several hours over one or more 
office visits for the child and parents. With the parents' permission, other significant people 
(such as the family physician, school personnel or other relatives) may be contacted for 
additional information. The comprehensive evaluation frequently includes the following: 

• Description of present problems and symptoms 

• Information about health, illness and treatment (both physical and psychiatric), 
including current medications 

• Parent and family health and psychiatric histories 

• Information about the child's development 

• Information about school and friends 

• Information about family relationships 

• Psychiatric interview of the child or adolescent 
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• If needed, laboratory studies such as blood tests, EKG, x-rays, or special assessments 
(for example, psychological, educational, speech and language evaluation) 

The child and adolescent psychiatrist then develops a formulation. The formulation 
describes the child's problems and explains them in terms that the parents and child can 
understand. Biological, psychological and social parts of the problem are combined in the 
formulation with the developmental needs, history and strengths of the child or adolescent. 

Time is made available to answer the parents' and child's questions. Parents are often 
worried about how they will be viewed during the evaluation. Child and adolescent 
psychiatrists are there to support families and to be a partner, not to judge or blame. They 
listen to concerns, and help the child or adolescent and his/her family define the goals of the 
evaluation. Parents should always ask for explanations of words or terms they do not 
understand, and ask questions about the side effects of the medication, how the medication 
works, and how long it will be before improvement is noted. 

When a treatable problem is identified, recommendations are provided and a specific 
treatment plan is developed. Child and adolescent psychiatrists are specifically trained and 
skilled in conducting comprehensive psychiatric evaluations with children, adolescents and 
families. 

Prescription of Medications as Part of the Treatment Process 

Prescribing psychoactive medications for children and adolescents requires the judgment of 
a physician, such as a child and adolescent psychiatrist, or psychiatrist, with training and 
qualifications in the use of these medications in this age group. Certainly any consideration 
of such medication in a child or infant below the age of five should be very carefully 
evaluated by a clinician with special training and experience. 

Most medications prescribed for children under age 12 do not as yet have specific approval 
by the Federal Drug Administration (FDA); such approval requires research demonstrating 
safety and efficacy. Such research, so far, lags behind the clinical use of these medications. 
To date, no study has been completed to determine the optimal range of effective doses for 
preschoolers with ADHD. To address this knowledge gap, two years ago the NIMH began 
PATS, the Preschoolers with ADHD Treatment Study, currently being conducted across six 
sites around the country. Other efforts to address the deficiency in pediatric drug research 
include the development of Research Units of Pediatric Psychopharmacology (RUPP), the 
Food and Drug Administration’s (FDA) pediatric studies program, recently reauthorized 
under the Best Pharmaceuticals for Children Act (P.L. 107-109), and the 1997 Pediatric 
Rule requiring studies of medications prescribed for children and adolescents. The 
combination of the FDA program and the Pediatric Rule has seen a dramatic increase in the 
number of pediatric clinical trials, from just eleven between 1990 and 1997, to over 400 
since 1998. Long-term studies are needed to adequately determine the safety and efficacy of 
psychoactive medications. In making decisions to prescribe such medications the physician - 
specifically the child and adolescent psychiatrist - should consider data from studies in 
adults in treating the target disorder and/or symptomatology, any clinical or anecdotal 
reports of use in child and adolescent patients, studies conducted outside the United States 
and the experience of colleagues. 

It is important to balance the increasing market pressures for efficiency in psychiatric 
treatment with the need for sufficient time to thoughtfully, correctly, and adequately, assess 
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the need for, and the response to medication treatment. Monitoring on-going use of 
psychoactive medications requires sufficient time to assess clinical response, side effects 
and to answer questions of the child and family. The use of brief medication visits (e.g. 15- 
minute medication checks) is unacceptable as a substitute for ongoing individualized 
treatment. The role of psychosocial interventions, including psychotherapy, must be 
evaluated, and such interventions must be included in the treatment plan. 


Research clearly demonstrates that medication can be an effective part of treatment for 
ADHD. A National Institutes of Mental Health (NIMH) study found that a combination of 
therapy (specifically behavior modification and social skill building) and medication were 
the most effective modes of treatment for children with ADHD aged 7 to 9. A child should 
have had a complete physical examination within the last year before a stimulant is 
prescribed. This baseline of the physical condition will be used for comparison when the 
medication is taken over time. Most children should take ADHD medication for a minimum 
of nine to twelve months. There are medications other than Ritalin prescribed for ADHD, 
but it has been the first choice for effective treatment. (Koplewicz) Newer medications, 
such as Strattera, are not stimulants, and are not classified as Schedule II. Ritalin is also the 
focus of media attention because of the increase in the number of prescriptions written over 
the last five years. Oversight of this increase should involve an examination of who is 
prescribing the medication, what diagnostic method was used to establish the disorder, and 
what does the treatment plan involve other than the medication. 

Methylphenidate (Ritalin) 

There are more than 200 studies showing that the stimulant Ritalin (generic name: 
methylphenidate) works effectively for children with ADHD. Stimulants have been used in 
the treatment of ADHD for more than 90 years. Adults feel more focused and alert after a 
cup of coffee in the morning. This is basically how Ritalin, and newer stimulants such as 
Adderall and Concerta, work for children with ADHD. Ritalin and other stimulants increase 
the alertness of the brain and nervous system, stimulating it to produce more dopamine and 
norepinephrine. The medication increases the child’s attention and reduces excess 
fidgetiness and hyperactivity, allowing him to focus on his work. Children with ADHD 
who take Ritalin make fewer errors on a variety of tasks than untreated children do. They 
are less impulsive and more attentive, both in the classroom and in social situations. 
(Koplewicz) 

Treatment Providers 

Currently, treatment for children and adolescents with ADHD can be provided by primary 
care physicians or by specialists, including child and adolescent psychiatrists, psychiatrists, 
neurologists, and pediatricians. Other mental health providers who can treat ADHD but do 
not prescribe medications are psychologists, social workers, and school psychologists. 

Different medical specialists see substantially different sectors of the ADHD population. 
Neurologists tend to see children with ADHD who have seizures and mental retardation. 
Psychiatrists treat ADHD with personality disorders and concomitant psychiatric illnesses, 
and child and adolescent psychiatrists are trained to treat specific child and adolescent 
characteristics and levels of severity. Pediatricians typically treat children with ADHD who 
have less severe characteristics. 

One of the barriers to treatment for children and adolescents with mental illnesses, including 
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ADHD, is the lack of available specialists trained in the diagnosis and treatment of these 
disorders. In particular, there is a critical national shortage of child and adolescent 
psychiatrists. There are about 7,000 child and adolescent psychiatrists nationally while the 
prevalence rate for children and adolescents with mental illnesses is between 15 and 20 
million. Data on this professional shortage comes from several sources including the 
Council on Graduate Medical Education (COGME), a committee of the Department of 
Health and Human Services and the Bureau of Health Professions. The COGME report 
concluded that by 1990, the nation should have over 33,000 child and adolescent 
psychiatrists. The Bureau of Health Professions projected that between 1995 and 2020, the 
use of child and adolescent psychiatrists will increase by 100%, with general psychiatry’s 
increase at 19%. 

An increase in the numbers of all children’s mental health professionals can help reduce one 
of the barriers to treatment for the families of children with ADHD. The AACAP 
recommends congressional action in this effort, including passage of the Child Healthcare 
Crisis Relief Act, H.R. 1359, bipartisan legislation sponsored by Reps. Kennedy (D-RI) and 
Ros-Lehtinen (R-FL), which would encourage individuals to enter all children’s mental 
health professions through the creation of education incentives. 

A Final Word: Are We Over Diagnosing ADHD? 

About ten to fifteen years ago a concerted effort was made to educate professionals, parents, 
and teachers about ADHD. There was concern that too many children in adolescence were 
missed. A national parent organization, Children and Adults with Attention Deficit 
Disorder (CHADD), was formed along with other regional organizations. Literature 
became available to parents and teachers explaining ADHD. Books for the public were 
written and published. The topic of ADHD became popular in both the print and electronic 
media. As a result, more children and adolescents have been diagnosed with ADHD. With 
the increased awareness that the disorder can continue into adulthood, more adults have 
been diagnosed. The general opinion is that more cases are being diagnosed because parents 
and teachers are recognizing the behaviors and referring to physicians and because more 
physicians are correctly making the diagnosis. 

RECOMMENDATIONS 

The American Academy of Child and Adolescent Psychiatry and the American Psychiatric 
Association submit the following recommendations for the committee’s consideration: 

• In order to assure accurate diagnosis and treatment, policies should be approved that 
support access to clinicians with appropriate training and expertise, and allow 
sufficient time for a comprehensive assessment. 

• To provide access to nondiscriminatory insurance coverage, support is needed for 
comprehensive parity legislation at both the state and federal level (H.R. 953) so 
there are fewer barriers to keep children from getting the kind of comprehensive 
evaluations and individualized treatment they need. The strong support for parity 
recently voiced by President Bush is appreciated. 

• Support is recommended for all efforts to sustain and expand training programs for 
all child mental health professionals, including programs for child and adolescent 
psychiatrists (H.R. 1359). 
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• Opposition to legislation that recognizes only disruptive behavior and offers punitive 
resolutions rather than recognizing the reasons for the behavior and offering help 
through federal health and education services. 

• To assure safety in prescribing by all physicians, federal support is needed 1) for the 
increased emphasis of the FDA and the NIMH on research on the appropriate use of 
medication in the psychiatric treatment of children and adolescents, and 2) for 
expanded clinical trials and longitudinal studies for all medications prescribed for 
children (S. 650). 

• And finally, support and appreciation should be given to the efforts of the current 
administration, through the New Freedom Commission on Mental Health, to focus 
increased attention on the diagnosis and treatment of all psychiatric conditions, 
including those that affect children and adolescents. 


SUMMARY 

The prevalence rate for children and adolescents with mental disorders is estimated between 
12 and 20 percent - the wide difference of opinion is indicative of the difficulties in 
measuring numbers across uneven access to treatment and quality of care. Conservatively, 
there are 1 5 million American youngsters needing treatment and services at any one time. 
Only about 20% of these children ever receive any treatment or find their way into a service 
system that can meet their needs. This rate has not changed significantly for over a decade, 
yet the question is still raised as to whether there may be too many diagnoses of ADHD and 
too many prescriptions for stimulants. It is appropriate to look into an issue that receives 
this much attention, but it is also appropriate to remember that concerns about overdiagnosis 
can be addressed with better education about the disorder, better training for the providers of 
treatment, more research into the diagnosis and treatment, and a comprehensive service 
delivery system. No one — not children, adolescents or adults — can be assured an early 
identification, accurate diagnosis and appropriate treatment until the skills, resources, and 
governmental support are available. Too many families have to deal with mental illnesses 
without support, diagnosis, treatment or resources to buy medications. The issue of 
paramount importance to this debate is the lack of access to affordable treatment for mental 
illnesses for children, adolescents and their families. 

In summary, child psychiatric disorders, including ADHD, are very real and diagnosable 
illnesses, and they affect thousands of children and adolescents. The good news is that they 
are also highly treatable. While it is not currently possible to cure all children, with 
comprehensive, individualized intervention, there can be a significant reduction in the extent 
to which this disorder interferes with their lives. The key for parents and teachers is to 
identify kids with problems as early as possible, and make sure they get accurate and 
effective treatment. 


#### 
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MEMO 

To: Committee on Education and the Workforce 

Regarding: Question #6 of the Witness Disclosure Requirement 

From: Mary Crosby, American Academy of Child and Adolescent Psychiatry 
202.966.7300 ex 127 

For May 6, hearing before the House Subcommittee on Education Reform 
Witness: Lance Clawson, M.D. 


6. Please list any federal grants or contracts (including subgrants or subcontracts) 
received by the entities you listed in response to question 4 since October 1, 2000, 
including the source and amount of each grant or contract. 

Substance Abuse, Mental Health Services Administration 

$22,500 for support of the video, “At Risk: Youth on Probation in the P.A.RK. 

Program,” a look at new approaches to mental illness services in the juvenile justice 

system. 

Substance Abuse, Mental Health Services Administration 
$ 100,000 for support of symposia in various locations in the countiy to educate 
members, public officials, public health officials, and others about community 
systems of care for children and adolescent with emotional disorders. 


Substance Abuse, Mental Health Services Administration’s Center for Mental Health 
Services. 

$150,000 for funding the Jeanne Spurlock Minority Medical Student Clinical 
Fellowship in Child and Adolescent Psychiatry. The funds provide summer 
fellowship up to $2,500 for work with a child and adolescent psychiatrist mentor and 
participation at the AACAP scientific meeting in October of the year of the award. 


National Institute of Drug Abuse 

For the period July 2000 - June 2001, $725, 398 for K- 12 awards 
For the period from July 2001 - June 2002, $806,398 for K - 1 2 awards. 

From July 2002 - June 2003, AACAP received $806, 398 for K-12. awards, which 
train researchers in all areas of drug abuse. The researchers (six) are funded for five 
years at a research base and then they set up a new research base. The grant expands 
the research base for understanding drug use and abuse. 
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National Institute of Drug Abuse 

S 99, 873 for funding for the Jeanne Spurlock Research Fellowship In Drug Abuse 
And Addiction for Minority Medical Students. Provides $2,500 each for summer 
fellowships with, a child and adolescent researcher-mentor and participation in the 
AACAP scientific meeting in October in the year of the award. 


G/users/mpc/wpfiles/govaff.03/AHDAgrant request 
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Congressman Max Bums Statement for HR 1170 Hearing 
May 6, 2003 


Mr. Chairman: 


Thank you for holding this hearing on this important topic. 

The Child Medication Safety Act of 2003, HR 1 170, addresses a significant problem 
facing children and their parents throughout the nation: some schools are actually 
requiring parents to place their child on drugs in order to attend school. This is wrong. 


No parent should ever be coerced by a teacher or principal or other school official to 
place their child on a psychotropic drug. No child should ever face the denial of 
educational services only because they are not taking a psychotropic drug. 

Psychotropic drugs such as Ritalin, Adderall, and others are drugs that, when carefully 
prescribed by a licensed medical practitioner and carefully monitored in the 
administration, can help an individual with attention deficit disorder (ADD) or attention 
deficit-hyperactivity disorder (ADHD) control the symptoms of their disease so that they 
can function. These can be miracle drugs for many people, and when properly diagnosed 
and properly administered, many people benefit greatly from these drugs. 

But for those who don’t need the drugs, they can be harmful. In several sad instances, 
children who have been placed on these drugs have died from complications arising from 
the psychotropic drug use. 


HR 1 170 is not anti-school, anti-teacher, or anti-medication; this bill is pro-children and 
pro-parents. This legislation simply protects our children from unnecessary medication, 
and it provides parents the decision-making power that they should have for their 
children already. 

I offered a modification of this bill as an amendment during markup on HR 1350. This 
amendment was broadly supported in a bipartisan manner. Because the amendment only 
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applied to schools receiving special education funds, I am hopeful that this legislation 
will move as a stand-alone measure as well so that parents with children in all schools 
receiving federal funds can have the freedom to choose when their children should be 
medicated, 

I urge my colleagues to support the Child Medication Safety Act and thank the chairman 
for holding this hearing. 
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ON EDUCATION REFORM, COMMITTEE ON EDUCATION AND THE 
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Statement by 
Audrey Spolarich 

Chair, Coalition for Children’s Health 
To the 

Subcommittee on Education Reform 

United States House of Representatives Committee on Education and the 

Workforce 

May 6, 2003 

Mr. Chairman and Honorable members of the Subcommittee, thank you for the 
opportunity to provide my prospective, and, I believe, the perspective of many 
parents, and others, who fight every day for the right to mental health care and 
the end to the stigma faced by so many of our citizens with mental illness. 

My name is Audrey Spolarich. I have spent my entire career in the field of 
disease prevention and health promotion. I am a health economist and am 
currently serving my third year as chair of the Coalition for Children’s Health, 
which was established in 2000 to support and assist Congress in the passage of 
the Children’s Health Act of 2000 — the most comprehensive health legislation 
ever focused on our nation’s children and maximizing their health and their 
contribution to society through meaningful societal interaction and employment. 

Our Coalition includes the American Association of Health and Disabilities, the 
American Obesity Association, the Down Syndrome Association, the Fragile X 
Research Foundation, the National Alliance for Autism Research, the Parent 
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Project Muscular Dystrophy and the Tourette Syndrome Association, among 
others. 

The Children’s Health Act was landmark legislation designed to create and 
expand federal programs that will dramatically improve the quality of life for 
millions of children. Almost three years on, we continue to advocate for full 
funding of the Children’s Health Act. Our objective is simple: to improve the 
quality of life of millions of children who have congenital and acquired disabilities 
and conditions, including: autism, fragile X, juvenile diabetes, mental illness, 
asthma, spina bifida, cerebral palsy, epilepsy, muscular dystrophy, Hepatitis C, 
traumatic brain injury, tourette syndrome and early hearing loss. It is with children 
like these in mind — particularly those who are helped by medications that work 
on damaged or poorly functioning areas of the brain — that I testify today. Thank 
you for the opportunity. 

A troubling trend threatens the well-being of millions of children in our country; it 
is the politicization of the practice of medicine. State lawmakers and members of 
Congress are attempting to restrict the ways in which doctors; teachers and 
parents work together to help children with conditions such as attention 
deficit/hyperactivity disorder (ADHD), tourette syndrome, epilepsy, depression, 
anxiety and bi-polar disorder. The state legislatures of 19 states have considered 
legislation that would provide significant disincentives for open communication 
between school staff and parents in recent years, thankfully with little success. 
Today’s hearing is yet another example of the problem. 
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Today's hearing has no place in the education reform subcommittee. This is 
dangerously close to attempting to codify the practice, the art of medicine. The 
existence of this hearing — and others like it — could interfere, even completely 
obstruct, communication between school staff, teachers, health care 
professionals, including physicians, and parents about a child's health. 

For our nation's teachers who are listening today, or who will read the transcript 
of this hearing in the public record these words are a warning. 

This warning will significantly reduce the open dialog between parent and 
schoolteacher or staff. Teachers may become reticent to work with physicians 
and parents to incorporate a treatment plan in their classroom. Ultimately, it may 
render a school system too cautious to help a child in need. Such outcomes 
would be detrimental to the health, well-being and education of our nation’s 
children. 

It is the policy of the American Academy of Pediatrics to encourage physicians to 
gather information from teachers, as well as parents, sports coaches, religious 
instructors and Scout leaders about a child’s behavior and progress during 
diagnosis and treatment of any serious illness. It is sound medicine to keep all 
lines of communication open. At issue today is the proper practice of medicine : 
it’s not educational reform, not culture, not ideology, not politics. 


Sadly, the chilling effects of politics on medical practice in this area have already 
emerged. Last week a DC based child psychiatrist told me new restrictions on 
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discussions between teachers and physicians could lead to fewer referrals and 
would certainly force her to take another look at therapies that would not fall 
under the restrictions of this law because they would not be labeled for these 
indications in children. 

So, how did we get here? We are here because epidemics make headlines: 
whether its SARS, obesity, or type II diabetes. There are some individuals 
disturbed by an increase in the number of children taking medication for 
conditions such as ADHD and depression. They believe the diagnosis and 
TREATMENT of this illness is an epidemic that must be stopped. Furthermore, 
they question science and the evidence-based medicine indicating a significant 
prevalence of mental illnesses and disorders. 

To those people, I say these statistics are a sign that medical science is 
gradually gaining a better understanding of mental illness in the young and very 
young. Science has improved its diagnostic tools and skills in almost all disease 
categories. In fact, data published this past month point to a promising new 
laboratory test for ADHD markers. Since January 2003 alone, over 80 peer- 
reviewed medical journals have published on the subject of ADHD — most of 
them looking at evolving diagnostics techniques, prevalence studies, 
epidemiologic evidence and, interestingly, one potential explanation of increased 
diagnosis of ADHD-a growing recognition of the condition in females. 

However, there is a more troubling driving force behind today’s hearings and 
similar efforts in the political arena: an effort by individuals and groups label 
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psychiatric diagnoses, starting with ADHD and ADD, as “scientific fraud.” These 
persons are approaching non-health related congressional committees because 
they cannot make inroads in the health care mainstream. Despite an 
International Consensus statement by 86 leading scientific experts from 9 
countries around the globe, there is still a vocal minority that claims that ADHD is 
a diagnosis that is subjective and is open to arbitrary use and abuse. To arrest 
the diagnosis of children with ADHD, in their estimation, will prevent psychiatric 
abuse. With you indulgence, I ask that the International Consensus statement be 
entered into the record. 

From time to time, we read or hear about cases of parents who say school 
officials attempted to require their children to take medication for psychiatric or 
behavioral problems in order to attend classes. A member of my own coalition 
has indicated that a teacher, who did not understand her son's fairly rare form of 
autism, encouraged the parent to seek a diagnosis of ADHD — despite the 
parent’s attempt to educate the teacher as to the nuances of this form of autism. 
Ultimately, the woman proved herself an effective advocate for her child, and 
everyone involved became a little more educated about autism. 

None of us, I am sure, can tolerate coercion in any form or forum. However, the 
exception is not the rule. To exaggerate the number of incidents where school or 
health and human services officials have overstepped the mark is to risk placing 
a de facto gag order on teachers and others who are often a vital first-step in 
identifying a child in need. 
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In closing, I ask you to consider whether or not you will create an environment 
where concerned teachers don't dare discuss mental health issues with parents, 
or recommend that a child may need medical attention because the teachers are 
frightened of breaking a law or triggering a lawsuit. In fact, restrictions on 
communication between our nation’s school staff and parents will work against 
the interests of the children we are trying to identify, treat and protect. 

Thank you. 
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International Consensus Statement on ADHD 

January 2002 


We, the undersigned consortium of international 
scientists, are deeply concerned about the periodic 
inaccurate portrayal of attention deficit hyperactivity 
disorder (ADHD) in media reports. This is a disorder 
with which we are all very familiar and toward which 
many of us have dedicated scientific studies if not en- 
tire careers. We fear that inaccurate stories rendering 
ADHD as myth, fraud, or benign condition may cause 
thousands of sufferers not to seek treatment for their 
disorder. It also leaves the public with a general sense 
that this disorder is not valid or real or consists of a 
rather trivial affliction. 

We have created this consensus statement on 
ADHD as a reference on the status of the scientific 
findings concerning this disorder, its validity, and its 
adverse impact on the lives of those diagnosed with 
the disorder as of this writing (January 2002). 

Occasional coverage of the disorder casts the 
story in the form of a sporting event with evenly 
matched competitors. The views of a handful of 
nonexpert doctors that ADHD does not exist are 
contrasted against mainstream scientific views that it 
does, as if both views had equal merit. Such attempts 
at balance give the public the impression that there 
is substantial scientific disagreement over whether 
ADHD is a real medical condition. In fact, there is no 
such disagreement — at least no more so than there is 
over whether smoking causes cancer, for example, or 
whether a virus causes HIV/AIDS. 

The U.S. Surgeon General, the American Med- 
ical Association, the American Psychiatric Associa- 
tion, the American Academy of Child and Adolescent 
Psychiatry, the American Psychological Association, 
and the American Academy of Pediatrics, among oth- 
ers, all recognize ADHD as a valid disorder. Although 
some of these organizations have issued guidelines 
for evaluation and management of the disorder for 
their membership, this is the first consensus statement 
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issued by an independent consortium of leading sci- 
entists concerning the status of the disorder. Among 
scientists who have devoted years, if not entire careers, 
to the study of this disorder there is no controversy 
regarding its existence. 

ADHD and Science 

We cannot overemphasize the point that, as a 
matter of science, the notion that ADHD does not 
exist is simply wrong. All of the major medical as- 
sociations and government health agencies recognize 
ADHD as a genuine disorder because the scientific 
evidence indicating it is so overwhelming. 

Various approaches have been used to establish 
whether a condition rises to the level of a valid medical 
or psychiatric disorder. A very useful one stipulates 
that there must be scientifically established evidence 
that those suffering the condition have a serious de- 
ficiency in or failure of a physical or psychological 
mechanism that is universal to humans. That is, all 
humans normally would be expected, regardless of 
culture, to have developed that mental ability. 

And there must be equally incontrovertible 
scientific evidence that this serious deficiency leads to 
harm to the individual. Harm is established through 
evidence of increased mortality, morbidity, or im- 
pairment in the major life activities required of one’s 
developmental stage in life. Major life ctivities are 
those domains of functioning such as education, social 
relationships, family functioning, independence and 
self-sufficiency, and occupational functioning that all 
humans of that developmental level are expected to 
perform. 

As attested to by the numerous scientists sign- 
ing this document, there is no question among the 
world’s leading clinical researchers that ADHD in- 
volves a serious deficiency in a set of psychologi- 
cal abilities and that these deficiencies pose serious 
harm to most individuals possessing the disorder. Cur- 
rent evidence indicates that deficits in behavioral in- 
hibition and sustained attention are central to this 
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disorder — facts demonstrated through hundreds of 
scientific studies. And there is no doubt that ADHD 
leads to impairments in major life activities, including 
social relations, education, family functioning, occu- 
pational functioning, self-sufficiency, and adherence 
to social rules, norms, and laws. Evidence also indi- 
cates that those with ADHD are more prone to phys- 
ical injury and accidental poisonings. This is why no 
professional medical, psychological, or scientific or- 
ganization doubts the existence of ADHD as a legiti- 
mate disorder. 

The central psychological deficits in those with 
ADHD have now been linked through numerous 
studies using various scientific methods to several 
specific brain regions (the frontal lobe, its connec- 
tions to the basal ganglia, and their relationship to 
the central aspects of the cerebellum). Most neuro- 
logical studies find that as a group those with ADHD 
have less brain electrical activity and show less reac- 
tivity to stimulation in one or more of these regions. 
And neuro-imaging studies of groups of those with 
ADHD also demonstrate relatively smaller areas of 
brain matter and less metabolic activity of this brain 
matter than is the case in control groups used in these 
studies. 

These same psychological deficits in inhibition 
and attention have been found in numerous studies 
of identical and fraternal twins conducted across var- 
ious countries (US, Great Britain, Norway, Australia, 
etc.) to be primarily inherited. The genetic contribu- 
tion to these traits is routinely found to be among the 
highest for any psychiatric disorder (70-95% of trait 
variation in the population), nearly approaching the 
genetic contribution to human height. One gene has 
recently been reliably demonstrated to be associated 
with this disorder and the search for more is underway 
by more than 12 different scientific teams worldwide 
at this time. 

Numerous studies of twins demonstrate that fam- 
ily environment makes no significant separate contri- 
bution to these traits. This is not to say that the home 
environment, parental management abilities, stressful 
life events, or deviant peer relationships are unimpor- 
tant or have no influence on individuals having this 
disorder, as they certainly do. Genetic tendencies are 
expressed in interaction with the environment. Also, 
those having ADHD often have other associated dis- 
orders and problems, some of which are clearly re- 
lated to their social environments. But it is to say that 
the underlying psychological deficits that comprise 
ADHD itself are not solely or primarily the result 
of these environmental factors. 


This is why leading international scientists, such 
as the signers below, recognize the mounting evi- 
dence of neurological and genetic contributions to 
this disorder. This evidence, coupled with countless 
studies on the harm posed by the disorder and hun- 
dreds of studies on the effectiveness of medication, 
buttresses the need in many, though by no means 
all, cases for management of the disorder with mul- 
tiple therapies. These include medication combined 
with educational, family, and other social accommo- 
dations. This is in striking contrast to the wholly un- 
scientific views of some social critics in periodic media 
accounts that ADHD constitutes a fraud, that medi- 
cating those afflicted is questionable if not reprehen- 
sible, and that any behavior problems associated with 
ADHD are merely the result of problems in the home, 
excessive viewing of TV or playing of video games, 
diet, lack of love and attention, or teacher/school 
intolerance. 

ADHD is not a benign disorder. For those it 
afflicts, ADHD can cause devastating problems. 
Follow-up studies of clinical samples suggest that suf- 
ferers are far more likely than normal people to drop 
out of school (32-40%), to rarely complete college 
(5-10%), to have few or no friends (50-70%), to un- 
derperform at work (70-80%), to engage in antiso- 
cial activities (40-50%), and to use tobacco or illicit 
drugs more than normal. Moreover, children grow- 
ing up with ADHD are more likely to experience 
teen pregnancy (40%) and sexually transmitted dis- 
eases (16%), to speed excessively and have multiple 
car accidents, to experience depression (20-30%) and 
personality disorders (18-25%) as adults, and in hun- 
dreds of other ways mismanage and endanger their 
lives. 

Yet despite these serious consequences, studies 
indicate that less than half of those with the disorder 
are receiving treatment. The media can help sub- 
stantially to improve these circumstances. It can do 
so by portraying ADHD and the science about it 
as accurately and responsibly as possible while not 
purveying the propaganda of some social critics and 
fringe doctors whose political agenda would have you 
and the public believe there is no real disorder here. 
To publish stories that ADHD is a fictitious disorder 
or merely a conflict between today’s Huckleberry 
Finns and their caregivers is tantamount to declaring 
the earth flat, the laws of gravity debatable, and the 
periodic table in chemistry a fraud. ADHD should be 
depicted in the media as realistically and accurately 
as it is depicted in science — as a valid disorder having 
varied and substantial adverse impact on those who 
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may suffer from it through no fault of their own or 
their parents and teachers. 
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Hearing on "Protecting Children: The Use of Medication in Our Nation’s Schools and H.R. 
1170, Child Medication Safety Act of 2003” 

Response by Karen R. Effrem, MD 
International Center for the Study of Psychiatry and Psychology 
Maple River Education Coalition 
National Physicians’ Center for Family Resources 

May 12, 2003 


INTRODUCTION AND SUMMARY: 

Many thanks to Chairman Castle for holding this hearing, to Mr. Bums for introducing this vital piece of 
legislation, and to the Subcommittee for this opportunity to respond to these very important proceedings. 

I am a mother of three wonderful children, a board certified pediatrician, and a taxpayer who has been involved 
in children’s health and education public policy issues for many years. I strongly agree with the testimony of 
Dr. Carey and Representative Bryson and I could not more strongly disagree with the testimony of Dr. Clawson. 
Some of;the very documents and researchers cited by Dr. Clawson will uphold that position. 

I will make and support the following points in response to the testimony presented at the hearing: 

1) Attention Deficit /Hyperactivity Disorder (ADD/ADHD) is over diagnosed. 

2) Stimulant medications, as well as other psychotropic medications are over prescribed. 

3) Parents are being coerced to force their children to take stimulant medications and other 
psychotropic medication. 

4) The diagnostic criteria for ADD/ADHD and for all of the other mental illnesses are vague 
political and social constructs as admitted by those that define the criteria and there is not near 
as much agreement about those criteria as purported by Dr. Clawson. 

5) These medications are not at all effective in the long term. 

6) The psychotropic medications, both on and off the controlled substances list, are far from 
benign; their side effects are rarely adequately explained to parents; and there are no studies 
defining their effects on the developing nervous systems of growing children, especially those 
under the age of five years. 

7) No psychiatric illness is caused by naturally occurring deficiencies of any psychiatric drug, but 
there are many reasons that children may have symptoms of mental illness that are overlooked 
by both schools and physicians that can be corrected without psychiatric drugs. 

8) Although this bill is a tremendous and incredibly important means to protect our children, it is 
only a first step. Left as is, this legislation may have the tragic unintended consequence of 
creating an incentive for schools to coerce parents to put their children on the other 
approximately 36 psychotropic medications that are not on the controlled substances list. 
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STATEMENT: 

1 ) Attention Deficit /Hyperactivity Disorder (ADD/ADHD) is over diagnosed. 

o Vera Hassner Sharav, MLS, President of The Alliance for Human Research Protection, said in a 
comprehensive review of children in drug research studies published in April of 2003 in the 
American Journal of Bioethics 1 , “For example, Drs. Benedetto Vitiello, Peter Jensen, and 
Laurence Greenhill, whose work is supported by pharmaceutical companies and the NIMH, 
claim that the rate of ADHD in the U.S. is 3% to 5%. They also claim that even if drugs are over 
prescribed, ADHD is under diagnosed. Greenhill claims, ‘The percentage of U.S. youth being 
treated with psychostimulants is well within the estimates of the prevalence of ADHD.’ Jensen 
asserts that ‘only about one-half the children with ADHD are getting treated.’ They deny that 
there is any problem with over prescribing stimulant or psychoactive drugs for children. But a 
University of Massachusetts study found that less than one percent of elementary school children 
in the United Kingdom are diagnosed with ADHD. The study author concluded from that 
comparative statistic that ADHD may be culturally specific rather than biologically produced.” 

o According to a report by President Bush’s Commission on Special Education entitled A NEW 
ERA: Revitalizing Special Education for Children and their Families , 90% of students served 
under IDEA have “high incidence” disabilities such as mental, emotional, specific learning 
disabilities or “other health impairments.” 2 

o The “other health impairment” category has “increased 319% in the last ten years” (since mental 
and emotional disorders were added to IDEA in 1991). “Some of the growth in the other health 
impairment (OHI) category is the result of the growth in children identified as having ADHD, 
where a physician's signature is generally sufficient to trigger the eligibility process.” 3 

o Using just the state of Minnesota as an example, the rate of designation for other health impairment, 
which includes ADHD, has gone up 830% since 1991 when the US Department of Education stated that 
ADD/ ADHD could be part of the disorders covered under IDEA (MN Dept of Children Families and 
Learning). It is a case of getting what one subsidizes. 4 

2) Stimulant medications, as well as other psychotropic medications are over prescribed. 

o Prescription of psychotropic drugs, particularly Ritalin, for 2 to 4 year old children, increased 
300% between 1991 and 1995. 5 Ritalin (methylphenidate), along with amphetamine and 
methampehtamine are in the stimulant class of psychiatric medications. Ritalin is the drug most 

commonly used to treat ADHD. 

o A study published in January 2003 in the Archives of Pediatric and Adolescent Medicine by the 

same author found a 300% increase in psychotropic drug use in children between 1987 and 1996, 
that 6% of ALL children in the study were on psychiatric medications, and a sharp rise in use of 
antipsychotic in poor children. The latter finding led the author to theorize that medications were 
being used as a social control tool in low-income populations. 6 

o Data on “‘drug mentions’ that occur during a hospital or office visit when a doctor provides or 
prescribes a medication, or orders it refilled” was analyzed by the National Center for Health 
Statistics for a Sacramento Bee story published on June 23, 2002. 7 According to that data, 
stimulants such as Ritalin were mentioned 5.3 million times in the year 2000, which was nearly 
twice as often as they were mentioned in 1 995-1996. Antidepressant mentions doubled in that 
same period after already increasing four fold from 1990 to 1995. 
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o “Although SSRTs had until recently been approved for use only by adults over the age of 1 8, 
they have and are being widely and often inappropriately prescribed for children, without 
medical justification or evidence of safety. What’s more, they are being prescribed to younger 
and younger children, singly and in combination with stimulants and antipsychotics...FDA 
statistics compiled by an industry research firm indicate that Prozac ‘was prescribed 349,000 
times to pediatric patients under 16-including 3,000 times to infants under 1 year of age.’” 8 

3) Parents are being coerced to force their children to take stimulant medications and other 
psychotropic medication. 

ICSPP IDEA task force member, Doretta Hegg, M.A., founder of C.H.I.L.D., sees repetitive 
intimidation and suggestive coercion employed by schools that panic parents into putting their child on a 
psychotropic medication. Here are a few examples from around the country of parents who have been 
willing to speak out: 

o In New York, Patricia Weathers 9 and the Carroll 10 families were threatened or charged with child 
abuse for wanting to take their sons off of stimulant medications following adverse reactions. 

The Carroll family was ordered by a judge to continue the medication despite the drug's severe 
adverse effects on Kyle’s sleep and appetite. According to New York Post reporter Douglas 
Montero, “Assemblyman Felix Ortiz, the Brooklyn Democrat trying to create a law banning 
educators from verbally prescribing Ritalin, said that since last week, his office has received 63 
• phone complaints from parents.” 11 

’ o Neil Bush, brother of President George W. Bush, stated that he endured pressure from a private 
school in Houston to medicate his son Pierce with Ritalin for ADHD incorrectly diagnosed by 
the school. “There is a systemic problem in this country, where schools are often forcing parents 
to turn to Ritalin,” said Bush, 47, who spent years researching the issue. “It's obvious to me that 
we have a crisis in this country.” Neil Bush also said, “The problem is, it isn't the kids that are 
broken. It's the system that is failing to engage children in the classroom,” and “My heart goes 
out to any parents who are being led to believe their kids have a disorder or are disabled.” 12 
o Paul Johnston of West Virginia began kindergarten as an exuberant and very normal five year 
old until the teacher began pressuring his parents to have him evaluated for ADHD. The parents 
were coerced into starting him on Ritalin, and he was eventually "treated" with a total of sixteen 
different psychotropic medications and experienced seven hellish years of drug-induced 
psychosis. He was finally released from an institution after a court battle and was carefully 
withdrawn from the medication by Dr. Breggin. 13 

o Daniel Salazar’s parents, Raul and Yolanda, were threatened with removal of Daniel from their 
home in Florida if they did not give Daniel psychiatric drugs. 14 
o Matthew Smith of Michigan died of cardiac effects of stimulant medication after his parents 
were coerced into starting him on Ritalin. His father stated, “She [the school social worker] told 
my wife and I that if we wouldn't consider drugging our son, after the school had diagnosed him 
with Attention Deficit Hyperactivity Disorder (ADHD), that we could be charged for neglecting 
his educational and emotional needs.” 15 

o Vicky Dunkle of Pennsylvania lost her 14-year-old daughter Shaina to cardiac toxicity from the 
drug desipramine after the school coerced her into starting that medication for supposed attention 
problems. 16 
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4) The diagnostic criteria for ADD/ADHD and for all of the other mental illnesses are vague political 
and social constructs as admitted by those that define the criteria and there is not near as much 
agreement about those criteria as purported by Dr. Clawson. 

o The 1999 Surgeon General’s Report on Mental Health that Dr. Clawson so frequently quotes 
says, “The diagnosis of mental disorders is often believed to be more difficult than diagnosis of 
somatic or general medical disorders since there is no definitive lesion, laboratory test or 
abnormality in brain tissue that can identify the illness” 
o All of the following quotes are from Attention Deficit Hyperactivity Disorder State of the 
Science - Best Practices. Peter S. Jensen and James R. Cooper, Eds, Civic Research Institute, 
Kingston, N.J. 2002 

□ “Diagnostic categories of mental disorders are social constructions (Bandura, 
1969). It is essential, therefore, that the mental health field continually question 
whether diagnostic categories are defined in ways that serve the best interests of 
the diagnosed. That is, each of the many aspects of the validity of each diagnosis, 
including ADHD, must be thoughtfully and persistently questioned.” (p. 1-8,9) 

□ “At present, there is growing evidence that two valid dimensions of impairing 
ADHD behaviors can be identified, but there is no evidence of a natural threshold 
between ADHD and ‘normal’ behavior. . .Thus, there is little evidence at this time 
to suggest that there is a natural boundary for the diagnostic category of ADHD.” 
(p. 1-14) 

□ “The assumption that the ADHD symptoms arise from cerebral malfunction has 
not been supported even after extensive investigations. The current diagnostic 
system ignores the probably contributory role of the environment; the problem is 
supposedly all in the child. The questionnaires most commonly used to diagnose 
ADHD are highly subjective and impressionistic.” (p. 3-2) 

□ “No consistent structural, functional, or chemical neurological marker is found in 
children with the ADHD diagnosis as currently formulated.” (p. 3-7) 

o “DSM-IV criteria remain a consensus without clear empirical data supporting the number of 
items required for the diagnosis . . . Furthermore, the behavioral characteristics specified in 
DSM-IV, despite efforts to standardize them, remain subjective . . . ” 17 
o “Problems of diagnosis include differentiating this entity from other behavioral problems and 
determining the appropriate boundary between the normal population and those with ADHD” 18 
o The 2001 World Health Report by the World Health Organization states, “Childhood and 
adolescence being developmental phases, it is difficult to draw clear boundaries between 
phenomena that are part of normal development and others that are abnormal.” 
o The New Era report says that children with these “high incidence” ‘disorders’ “cannot be 
identified on the basis of acuity, physical or neurological findings.” 
o On August 6, 2002, The Netherlands Advertisement Code Commission (Reclame Code 
Commissie) ruled that the country's Brain Foundation cannot claim that the controversial 
psychiatric condition Attention Deficit Hyperactivity Disorder (ADHD) is a neurobiological 
disease or brain dysfunction. The Commission ordered the Foundation to cease such false claims 
in their advertising. The Commission stated, “The information that the defendant presented 
gives no grounds for the definitive statement that ADHD is an inherent brain dysfunction. Under 
the circumstances, the defendant has not been careful enough and the advertisement is 
misleading.” 
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o “The language used to present these criteria and procedures exudes the spirit of technical 
rationality. The diagnosis comes with its unique code number; references to other complex 
concepts, e.g., mental age; specifications about precise duration (six months) and the number of 
symptoms needed; vague references to unspecified research about ‘discriminating power’ and 
national field trials; and defined levels of severity. Through these criteria, describing common, 
everyday behaviors of children, the rhetoric of science transforms them into what are purported 
to be objective symptoms of mental disorder. On closer inspection, however, there is little that is 
objective about the diagnostic criteria.” 19 

5) These medications are not at all effective in the long term. 

o Neither the long-term effectiveness nor the long-term safety of stimulant medications has ever 
been demonstrated (Gillberg et al., 1997; Jacobvitz et al. 1990; Klein, 1993; Spencer, 

Biederman, Wilens, et al., 1996) Yet, precisely this information is needed to effectively weight 
the risks and benefits of treatment and to provide or receive truly informed consent.” 20 
o “Parents and teachers should not expect long-term improvement in academic achievement or 
reduced anti-social behavior... Teachers and parents should not expect significantly improved 
reading or athletic skills, positive social skills, or learning of new concepts.” 21 
o “Stimulants do not produce lasting improvements in aggressivity, conduct disorder, criminality, 
education achievement, job functioning, marital relationships, or long-term adjustment.” 22 
. ; o “Long term efficacy of stimulant medication has not been demonstrated for any (original 
; emphasis) domain of child functioning.” 23 

o “...these drugs have almost no effect on academic achievement.” 24 

o “In FDA’s ‘Background Comments on Pediatric Depression,’ (2000) Dr. Robert Temple, Office 
of Drug Evaluation at the FDA, acknowledged ‘the preponderance of negative studies of 
antidepressants in pediatric populations.’” 5 

6) The psychotropic medications, both on and off the controlled substances list, are far from benign; 
their side effects are rarely adequately explained to parents; and there are no studies defining 
their effects on the developing nervous systems of growing children, especially those under the age 
of five years. 

o According to research highlighted by psychiatrist, Dr. Peter Breggin in his book Talking Back to 
Ritalin, these medications actually cause the same symptoms they are supposed to treat - 
hyperactivity, impulsivity and inattention, which can lead to a vicious cycle of incorrect and 
dangerous dosage increases. 26 

o These drugs work by altering brain function, causing a short-term change in behavior that may 
actually interfere with learning. They produce rote compliance in structured environments at the 
cost of spontaneity, creativity and social interaction. The stimulant drugs also impair flexible 
problem-solving and divergent thinking. James Swanson, a researcher for the U.S. Department of 
Education and leading Ritalin advocate, stated in a 1992 review of the medical literature that this 
type of "cognitive toxicity may occur at commonly prescribed clinical doses of stimulants," and 
in up to 40% of patients. 27 
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o Other very worrisome side effects include sleeplessness, weight loss, growth retardation 

including decreased brain growth, heart damage including cardiac arrest, atrophy (shrinkage) of 
the brain, psychosis, and violence. 28 Particularly concerning is a 1986 study that showed cortical 
atrophy in 50% of a group of 24 young adults who had been on Ritalin for several years in their 
childhood. 29 Dr. Breggin reiterates this concern by saying, “Brain structural abnormalities found 
in children diagnosed with ADHD and treated with stimulants - to the extent that they are valid 
findings - are almost certainly due to the stimulants and other psychiatric medication to which 
they have been exposed. These studies add to the accumulating evidence that psychostimulants 
cause irreversible brain damage.” 30 

o Psychosis is one manifestation of the kind of brain damage that can occur from use of the 
stimulants. The risk of psychosis is listed in the package insert, but receives little attention from 
physicians and is rarely discussed with parents. Psychosis may happen as a toxic reaction to the 
stimulant medications or as they are withdrawn after long-term use. Previously thought to occur 
in 1% of patients on the stimulants, a 1999 study from the Canadian Journal of Psychiatry 
showed that the incidence of drug-induced psychosis is closer to 9% and that is probably an 
underestimate. 31 A 1993 study by Koek and Colpaert states that Ritalin “induces a 
psychopathology that seems to mimic schizophrenic psychosis more closely than amphetamines 
and cocaine.” 32 These schizophrenic-like and manic-like reactions to stimulants are thought to 
lead to violence as well as depression and suicide. 33 All four of the perpetrators of the major 
school shootings were taking psychiatric drugs, some including Ritalin, at the time of their 
crimes. 34 

o The package insert for Ritalin confirms that there are no long-term studies on the effects of these 
medications on young children's growing brains. It says in the “WARNING" section, "Sufficient 
data on safety and efficacy of long-term use of Ritalin in children are not yet available," and 
Ritalin should not be used in children under six years, since safety and efficacy for this age group 
have not been established.” Yet, both of these warnings are routinely ignored as described by the 
Zito study in item 2 above. 

o “In 1991, Dr. Robert King and colleagues at Yale published one of the few reports about the 
emergence of self-destructive, suicidal behavior in children and adolescents during treatment 
with Prozac. They noted the need to study the incidence of medication-related agitation, self- 
injury and emerging suicidal obsession in children taking SSRIs. But neither NIMH nor the FDA 
has initiated such study.” 35 

o Prozac (as has been shown above) generated more adverse drug reaction reports than any drug in 
America, including 2,000 reports of suicide deaths linked to Prozac which, by the agency’s own 
calculations reflects but a fraction of the likely number of suicides.” 36 
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o “Until the introduction of the atypical antipsychotics, clozapine (Clozaril) and olanzapine 
(Zyprexa), the condition [adult onset diabetes] was rare in children and adolescents At the 
August 2001 meeting of American Psychiatric Association, Dr. Frank J. Ayd,313 an 
internationally renowned psychopharmacology expert, and editor of the International Drug 
Therapy Newsletter, presented findings of his review of the literature for atypical antipsychotics. 
He found a “startling” association between initiation of treatment with olanzapine and new-onset 
diabetes in adolescents: ‘New-onset diabetes after antipsychotic treatment initiation is startling, 
since the use of atypical antipsychotics has become the first line of treatment for 
schizophrenia... Twenty-six case reports were analyzed, of which 14 reports of diabetes, diabetic 
ketoacidosis (DKA) or worsening diabetic blood glucose control after initiation of olanzapine 
were found. Five (36%) of these patients developed DKA. Seventy-nine percent of the patients 
were compelled to discontinue their antipsychotic. Eighteen percent of the patients who 
discontinued their medications required long-term insulin; 1 8% required long-term oral 
hyperglycemic treatment.'” 37 

o “The drug company which makes Seroxat [the British version of Paxil], the antidepressant which 
thousands of people say they cannot give up because of severe withdrawal effects, is to drop the 
claim on its patient leaflet saying the drug is not addictive. The admission of a change of policy 
from GlaxoSmithKline, Britain's biggest pharmaceutical company, comes in a BBC Panorama 
programme to be showrn on May 1 1 .” 38 

o “Numerous reports have linked these drugs to serious adverse effects and potential long-term 
harm. TCAs have been linked to cardiac arrhythmias, and “sudden death.” 39 
• o “The neuroleptic drugs used since the 1950s ‘worked’ by hindering normal brain function: they 
deemed psychosis, but produced pathology often worse than the condition for which they have 
been prescribed — much like physical lobotomy which psychotropic drugs replaced. But for forty 
years psychiatry denied that these drugs caused debilitating neurological, cognitive and motor 
impairment (Parkinson’s symptoms). ... Psychiatry steadfastly denied the emergence of 
disabling drug-induced side effects such as tardive dyskinesia (TD), the second most pervasive 
drug-induced pathology... In fact, TD is a debilitating (often irreversible) condition caused by 
neurological damage, characterized by disfiguring involuntary muscle movements of the face 
and neck. Recent research findings corroborate earlier reports linking TD to a deterioration of 
cognitive functions. It is estimated that TD afflicts 40% to 60% of patients taking neuroleptics 
over time its incidence rate increases with each year.” 40 

7) No psychiatric illness is caused by naturally occurring deficiencies of any psychiatric drug, but 
there are many reasons that children may have symptoms of mental illness that are overlooked by 
both schools and physicians that can be corrected without psychiatric drugs. 

Here are some examples in the main categories: 
o Medical 

□ Other undiagnosed illnesses 41 

□ Reactions to medications for almost any illness 42 

□ Nutritional/Metabolic 43 

■ Artificial colors in food 

■ Hypoglycemia 

■ Food allergies and intolerances 

■ Vitamin, mineral, and essential fatty acid deficiencies 

■ Hormonal imbalances - esp. thyroid 

■ Amino acid imbalances 

■ Inherited metabolic disorders 
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□ Environmental allergies and toxicity 44 

■ Pesticides and chemicals used in homes and schools 

■ Pollution 

■ Radon 

■ Hormones and antibiotics in meat 

■ Heavy metal toxicity 

■ Lead and cadmium 

* Mercury - from vaccines and dental fillings 

□ Vaccine reactions 46 

□ Overuse of antibiotics / yeast 47 

o Educational 

□ ILLITERACY - . .up to 90 percent of children identified as SLD have reading as 
their primary area of difficulty.” 48 

□ Increase in per pupil funding for schools (IDEA and Elementary and Secondary Education 1 
- Schools may exempt IDEA children from the federally mandated assessments that determi 
the majority of federal funding states and school districts receive based on “adequate yearly 
progress” 49 under the ESEA. This is done frequently for minority students, which is one rea: 
so many minority students are labeled as emotionally disturbed or mentally retarded. 50 The 
pupil funding in IDEA was changed in the 1997 reauthorization to prevent over-labeling, bu 
that did not go into effect until 2000, so it is unclear that it has helped. 

□ Outcome based education via federal mandates - These mandate the teaching of a 
psychosocially based curriculum 51 that creates cognitive dissonance in children when 
taught by the schools to believe things other than those on which they have been 
raised. 52 This curriculum also deprives poor children of the academic basics that they 
desperately need to obtain a better life. The boredom and frustration can lead to 
behavior problems and even violence. 53 

□ Attempt to gain correct thought and action based on federal curriculum 54 - Much 
personal and psychological data is collected on students via surveys and 
assessments.' 5 One example from the Cornell Review and Fox News, which 
documented in January, 2002 is a stunning example of grading based on attitudes, 
which could easily lead to labeling and drugging: “School officials in Ithaca, N.Y., 
are requiring that first- and second-graders there be graded on their tolerance, reports 
the Cornell Review. The kids will get grades based on how well they 'respect others 
of varying cultures, genders, experiences, and abilities.' The grade will appear on 
report cards under the heading 'Lifelong Learning Skills.' It appears well before social 
studies, science, reading, or writing.” 56 Lifelong Learning is part of the School to 
Work program, which also passed in 1994. STW tracks children into jobs chosen by 
big business and the government. Success in this system depends not on what one 
knows, but rather what one thinks and believes. 57 

□ Effort to gain academic advantage (e.g. untimed tests) 

□ Boring, ineffective, and unsafe classrooms 
o Societal 

□ Behavior control tool for parents and teachers 
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□ Societal changes and pressures 

■ Divorce 

■ Daycare 

■ Teen parenthood 

* "Hurried" child 

■ Television and video games 

■ Temptation for people to want to receive Social Security disability income 

■ Feminism - The War Against Boys 58 

■ Drug company profits 

8) Although this bill is a tremendous and incredibly important means to protect our children, it is 
only a first step. Left as is, this legislation may have the tragic unintended consequence of creating 
an incentive for schools to coerce parents to put their children on the other approximately 36 
psychotropic medications that are not on the controlled substances list. 

o Psychiatric drugs on the controlled substances list 59 - Total 8-14 if counting various 
forms and brands of methylphenidate, methamphetamine, and amphetamine 

□ Schedule II - Ritalin, Focalin, Concerta, Metadate (all forms of methylphenidate), 
Desoxyn, Gradumet (forms of methamphetamine) Dexedrine, Dextrostat (forms of d- 
amphetamine), and Adderall (combination of amphetamine and d- amphetamine) 

□ Schedule III - Tranxene, Valium, Ativan, Xanax 

□ Schedule IV- Cylert 

o Drugs NOT on the controlled substances list 60 - Total 36 

□ ADHD - Straterra, whose side effects are largely unknown because it has only 
been on the market since January of 2003, but is already gaining considerable 
market share. 

■ “ Shire Pharmaceuticals has suffered a blow after Eli Lilly posted better 
than expected sales of a rival to the company's number one Adderall 
hyperactivity drug. 

Industry experts said news that Eli Lilly 's Strattera attention deficit and 
hyperactivity disorder drug had achieved sales of $55 million since its US 
launch in January had damaged Shire’s share price. 

Straterra's performance had exceeded expectations, and projected over the 
rest of the year, these early sales figures could considerably undermine 
Adderall’s market share.” 1 

□ SSRIs for Depression, Panic, Obsessive Compulsive Disorder, and Anxiety - 
Paxil, Prozac, Luvox, Zoloft, and Celexa 

■ Note the concerns about suicide, violence and addiction/withdrawal with 
these drugs listed in item 6 above. 

■ Eric Harris of Columbine; Kip Kinkel of Springfield, Oregon; and Jason 
Hoffman of San Diego were all on this class of medication at the time of 
their school shootings. 

□ Other Antidepressants - Effexor, Remeron, Serzone and Wellbutrin 

□ Monoamine Oxidase Antidepressants - Nardil and Parnate (not often used anymore 
in children) 
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□ Tricyclic Antidepressants - Norpramin, Sinequan, Surmontil, Aventyl, Elavil, and 
Vivactil (not used as often since the SSRIs came on the market, but still used in 
children) 

■ Note the concerns regarding cardiac arrhythmia and sudden death with 
these drugs and that Shaina Dunkle died of this toxicity after being 
coerced by her school to take desipramine (Norpramin) 

□ Anti-Manic Agents - Depakote, Eskalith, Lithobid, Zyprexa 

■ Note the discussion of adult onset diabetes due to Zyprexa, which is also 
used to treat psychosis in children and adolescents as discussed in item 6 
above. 

□ Miscellaneous Antipsychotic Agents - Clozapine, Clozaril, Geodon, Haldol, 
Loxitane, Moban, Navane, Risperidal, Seroquel 

■ Note the concern about adult onset diabetes in children due to Clozaril as 
discussed in item 6 above. 

□ Phenothizines - Compazine, Serentil, Stelazine, Thorazine 

■ Note the strong concern about tardive dyskinesia, motor and cognitive 
impairment due to these drugs as discussed in item 6 above. 

□ Antipanic - Klonopin 

RECOMMENDATIONS: 

1) Du£ to the possibility of coercion with drugs that are not on the controlled substances list; that drugs 
not on the controlled substances list have caused serious side effects such as psychosis, suicide, 
violence, addiction, diabetes and neurological problems; that there are no long term studies on the 
safety or effectiveness of any of these medications in growing children; and because the decision to 
have a child take these drugs should be solely betw een parents and medical providers, all of the 
groups that I represent strongly recommend that HR 1170 be changed to prohibit coercion with any 
psychiatric drug. 

2) The penalty of “as a condition of receiving funds under any program or activity administered by the 
Secretary of Education” is very welcome because a prohibition without teeth would be meaningless. 
Please do not take this language out as was done in HR 1350 or consider a stronger penalty such as 
loss of some percentage of funds for each occurrence of coercion. 

Thank you for your consideration. 
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Leave No Child Behind - Unless They Have a Mental Disorder 

NMHA Fears Schools Could be Forced to Ignore Children 's Mental Health Needs 

Statement by Michael Faenza, NMHA President and CEO 

ALEXANDRIA, Va. (May 6, 2003) - Today’s House Education and Workforce Subcommittee 
hearing, “Protecting Children: The Use of Medication in Our Nation's Schools,” misses a great 
opportunity for Congress to truly protect the mental health of America’s children. Instead, the 
hearing’s narrow focus on psychotropic medications advances a dangerous agenda that leaves 
children with mental health needs behind. 

With children in the classroom for the majority of their day, teachers and school health 
professionals are well positioned to identify health problems and to communicate their concerns 
with parents and caregivers. School personnel frequently recommend hearing and vision 
evaluations for children. Why should there be a different standard for recommending a mental 
health assessment? 

NMHA recognizes the importance and value of prevention, early intervention and treatment 
services for children, and we encourage communication between educators and parents because 
it can lead to better outcomes for our kids. 

According to the President’s New Freedom Commission on Mental Health Interim Report one or 
two youth with serious emotional problems are in every American classroom. Yet, nearly 80 
percent of children who need mental health treatment do not receive it. With these statistics, it is 
no wonder the President’s Commission called our nation’s failure to prioritize mental health “a 
national tragedy.” 

— More — 
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Protecting Children ( Cont .) 

A full range of effective treatments for children with mental health problems exist including 
psychotherapy, psychosocial treatments, home-based services, intensive case management, and 
psychotropic medications. The consequences of untreated mental health problems are serious 
and painful. Lack of appropriate care can lead to increased contact with the juvenile justice 
system, poor school performance and even suicide - the third leading cause of death among 
young people. 

It is worth noting that the President’s Commission on Mental Health’s Interim Report 
recommends that the mental health service system consider new ways to deliver care to children 
“in a place long overlooked, our Nation’s schools.” NMHA agrees with this assertion and on the 
need to end the stigma around mental illness in order to provide mental health services to every 
child who needs them. 

In addition, NMHA believes that the role of medication in the treatment of emotional, behavioral 
and mental disorders in children should include: a comprehensive evaluation of a child by a 
qualified mental health professional; an integrated treatment plan that, when clinically 
appropriate, may include medication therapies; and the involvement of the family and child in 
treatment decisions. 

NMHA looks forward to the opportunity to work with Congress to advance policies and 
programs that would ensure that children with mental health needs are not left behind. 

The National Mental Health Association is the country 's oldest and largest nonprofit 
organization addressing all aspects of mental health and mental illness. NMHA works to 
improve the mental health of all Americans through advocacy, education, research and service. 


### 
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May 6 is Childhood Depression Awareness Day 

Less Than One-Third Of Children and Teens With Depression Receive Treatment 

ALEXANDRIA, Va. (May 1, 2003) On May 6, Childhood Depression Awareness Day, thousands of children, 
families, physicians and advocates will be working in communities around the nation to get the word out that 
childhood depression is real, common and treatable. 

“The fact that one in five children have a diagnosable mental health problem but less than a third receive care is 
cause for alarm,” says Michael Faenza, president and CEO of NMHA. “Promoting mental health awareness and 
knowing the warning signs are essential to improving and even saving young people who may be risk for depression 
and other mental illnesses.” 

The symptoms of depression may look different in youth than in adults, and as a result, are often overlooked or 
misunderstood. Consequences of untreated depression can include social isolation, difficulties at home and school, 
and an increased risk of suicide. 

Warning signs of depression In a child or adolescent include: 

• Sad, hopeless or irritable feelings 

• Falling behind in school or earning lower grades 

• Losing interest in friends or activities usually enjoyed 

• Avoiding people; wanting to be alone all of the time 

• Talking about suicide or death 

• Hurting other people or animals; damaging property 

• Major changes in eating or sleeping habits 

Depression affects as many as one in every 33 children and one in eight adolescents, according to the federal Center 
for Mental Health Services. Once a child experiences an episode of depression, he or she is at risk of having another 
episode within the next five years. 

The mother of a child with depression established Childhood Depression Awareness Day in 1997, and NMHA took 
the program nationwide. Experts on children’s mental health and children with depression or other mental disorders 
are available for telephone interviews throughout May is Mental Health Month. 

The National Mental Health Association is the country's oldest and largest nonprofit organization addressing all aspects of 
mental health and mental illness. With more than 340 affiliates nationwide, NMHA works to improve the mental health of all 
Americans through advocacy, education, research and service. 

### 
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Children and Access to Medications 


The prevalence of emotional, behavioral and mental disorders in children is well documented, as shown by 
the 1999 Report of the Surgeon General on Mental Health. Evidence demonstrates the availability of a range 
of effective treatments for children with emotional, behavioral and mental disorders. The range of available 
treatments and services includes psychotherapy, psychosocial treatments, home-based services, intensive 
case management, therapeutic foster care, and psychotropic medications. Yet, only a third of children who 
need mental health treatment receive any at all - and even fewer receive appropriate care. 

While significant barriers exist to overall access to mental health treatment for children, policy debates 
surrounding access to medications for children, in particular, have increased in frequency and volatility. 

The controversy surrounding access to psychotropic medications for children can be attributed to several 
factors, including: existing stigma relating to mental illness; misinformation about the use and effects of 
psychotropic medications in children; the lack of pediatric labeling explaining to clinicians the parameters 
of safe: and effective prescription of psychotropic medications in children; and a scarcity of research around 
long-term effects of these medications. 

NMHA principles concerning the role of medication in the treatment of emotional, behavioral and mental 
disorders in children include: 

• comprehensive evaluation of children by qualified mental health professionals; 

• an integrated treatment plan that, when clinically appropriate, may include medication therapies; 

• the involvement of the family and child in treatment decisions; 

• disclosure to the family of information about medication, its benefits and side-effects. 1 

NMHA offers the following information to support advocates in making the case for access to medications 
for children. 


Mental Illnesses In Children Are Common 

• Four million American youth have a major mental illness that results in significant impairment at home, 
at school and/or with peers. 2 

• Studies cited by the National Institute of Mental Health show that approximately one child in every 
classroom in the United States needs help for attention deficit hyperactivity disorder (ADHD), which is 
the most commonly diagnosed behavioral disorder of childhood. 3 

• As many as one in every 40 children - and one in 12 adolescents - may have depression. 4 Major 
depression among all children ages nine to 17 has been estimated at five percent. 5 

• Anxiety disorders, including separation anxiety, generalized anxiety, social phobia and obsessive- 
compulsive disorder, affect as many as 13 percent of young people ages nine to 17 in a given year. 6 

• Children diagnosed with ADHD commonly suffer from co-occurring disorders, including 
oppositional/conduct disorders, anxiety, depression, and learning disorders. 7 
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Medication is an Effective Component of Treatment 

• A range of effective treatments exists for children with mental health problems, including ADHD, 
depression and conduct disorder. 

• There is strong evidence for the effectiveness of both pharmaceutical and psychosocial treatments, as 
well as home-based services, therapeutic foster care, and intensive case management, for specific 
disorders . 8 

• The NIMH Multimodal Treatment Study of ADHD (called the MTA Study) demonstrated the 
effectiveness of medication therapies. The study found that school-aged children with ADHD who 
received treatment combining medication with behavioral therapy showed a marked improvement in six 
outcome areas - social skills, parent child relations, internalizing (e.g., anxiety) symptoms, reading 
achievement, oppositional and/or aggressive symptoms, and parent and/or consumer satisfaction. When 
single forms of treatment were used (medication or behavior therapy) alone, improvement occurred in 
one or two of these areas . 9,10,1 1 

• The Surgeon General’s report cites recent studies that found little evidence of overdiagnosis of ADHD 
or overprescription of stimulants . 12 

• Parents and children should be involved in treatment decision-making, and be provided with complete 
information about medication side effects, benefits, and alternatives. 

Significant Barriers To Treatment Exist 

• Only a third of the children who need mental health treatment receive any at all. According to studies 

• cited in the Surgeon General’s report on children’s mental health, fewer children are being treated for 

• ADHD than suffer from it, and treatment rates are even lower among girls, children of color and 
; children receiving care through public service systems . 1 3 

• ' Barriers to mental health treatment include fragmented service systems, insufficient specialist networks, 
inadequate or absent insurance coverage, and long waiting lists . 14 

• Complex policies for accessing medication therapies can also deny children and families this important 
component of treatment. Obstacles include limits on the number/quantity of prescriptions per month, 
lengthy prior authorization procedures, fail-first policies, discriminatory co-payments and mandatory 
therapeutic or generic substitutions. 

More Research Is Needed 

While the effectiveness of medications as part of treatment for some disorders has been shown, three-fourths of 
all medications used by children are prescribed “off label,” meaning that they have not been approved by the 
federal Food and Drug Administration (FDA) for use by children. Further research is needed to: 

• Ensure proper pediatric labeling of medications, indicating how they can safely and effectively be used 
to treat children. 

• Address the concerns of families and clinicians about potential long-term effects of medication on 
children’s development. 

• Identify treatment options for children with ADHD and co-occurring conditions such as anxiety, 
depression, oppositional defiant disorder, conduct disorder and learning disabilities. 


Advocates Should Challenge Federal, State and Local Decision-Makers To: 

• Invest in community-based mental health services for children and their families. 

• Safeguard access to a comprehensive range of treatment services, including medications, for children 
with mental health needs and their families. 

• Address broader issues related to children’s unmet mental health needs, including fragmented service 
systems and the lack of culturally appropriate care. 

• Develop incentives to expand the pool of mental health professionals specializing in the diagnosis and 
treatment of children and adolescents. 
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• Advocate for increased development and testing of medications specifically for children, through 
ethically designed clinical trials. 

* Require that the FDA develop appropriate labeling of medication for children, explaining how 
medications can safely and effectively be used with children. 

For more information, contact the National Mental Health Association at 1 -800-969-NMHA or visit our website 
at www.nmha.org . 


1 NMHA Policy Position Statement (NMHA Position P-44, 2000). 
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This statement will only touch on a small part of the school system of Utah and my child. 
Creighton, my soo, attended Kindergarten at Valley Crest Elementary School 
uneventfully. By the middle of l a grade. I was told that Creighton needed to grow up 
and be responsible. He was too immature. 

Dr. Karen Lloyd, public school psychologist, tested Creighton in 1993. She could not 
interpret the test. Through the results, she couldn't tell if he was an idiot or a genius. She 
could not recommend a course of action. 

I attended many workshops on learning disabilities, ADA, and Education of your child. I 
was toid that he could and should receive an education through the public school system. 
When he was in the 3 rf grade, the teacher, Robin Anderson, said that she had eight boys 
in her classroom just like Creighton and it was very difficult to teach. She said that some 
were on medication and recommended that Creighton be on some. I talked with our 
pediatrician, and told him what the teacher bad said. He prescribed Ritalin without 
further testing. 

I had him tested with a private psychologist, Ur. Steven Szyjcula, On and off the Ritalin. 

It was proven ineffective for Creighton. However, the school thought he was better on 
the Ritalin and wanted him left on the medication. By the 4* grade, the school wanted 
me to increase the dosage and frequency of the Ritalin and also see about additional 
medication for depression. He was up to 2 Smg. of Ritalin a day. When I felt I was at an , 
impasse with the school Monte Vista, I called the Jordan School District Superintendent, 
Tom Owens. He told me that Principal Gotaybad already called him. He refused to 
meet with me and said he stands behind his teachers test findings. I told him that I had 
had Creighton privately tested with. Sam Goldstein, and there were many 
recommendations that the staff could follow. Tom Owens said that he knew Dr. 

. Goldstein and didn’t care what he had to say and that the teachers knew what they were 
doing. The last lEP{Individual Education Plan) I attended, I was told by Principal Gotay 
that there was nothing they had to offer my child at that school. They would have to 
recommend that he would have to be put in a behavioral disorder unit. I was refused to 
inspect the unit. However, they' told me that there were policeman on duty m a locked 
facility. They used locked boxes and physical restraint for had behavior. I took mv child 
out of the system. 

The worst thing I did for my child was to put him on Ritalin and have massive counseling 
done. 

When I took my son out of public school, I expressed concern to Principal Gotay that I 
was worried about children like Creighton that Irad no one to speak fbr them. She 
responded that I had nothing to worry about and that they vvould.be taken care o£ 1 
seriously wonder how that could be since they made $o many judgmental errors with my 
son. 



I pm him in a private school He has been on ao medication and had no counseling since 
he left the public school system in the 4 th grade. He is now in the 9 1 ” grade and is doing 
well, 
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My name is Chuck Pullan. I live in the Salt Lake valley in Utah. I have a 9 year old son named 
Preston. Preston likes computer games, taking apart old electronic devices, and movies. Outdoors he likes 
to hike, climb, collect rocks and insects and play with friends. When people meet Preston, they often 
remark on how resolute and mature he is. He has a way of making verbal observations that is beyond his 
years. 

Preston wants to be a scientist, though the sort of scientist he wants to be changes from time to time. He 
says he wants to make things when he grows up, and I believe it when I watch him play Legos. He has a 
pet lizard and wishes it was a snake. He has a big brother and wishes he never started liking girls. Most 
people who know him think he is a pretty remarkable kid. 

Two years ago. Prestem's school counselor aproached me about his behaivior. He was very careful 
with his words, but also clear in their meaning. He said he felt like Preston was having a hard time, and 
that he wanted to work with me on it. Of course I wanted the same. Preston had been slow to read, but was 
reading as good or better than his big sister after some extra time at home, so I felt that we just needed to 
work on his problem areas a bit better. The counselor had a different idea. He told me that because of new 
laws coming forth in the Utah legislature, he had to be very careful to not diagnose my son, but that he felt 
we should get him evaluated by a psychiatrist. After a little research, I found that there was only one 
course of action on the minds of these ‘psychs’: medication. Every lead I followed, every parent I spoke to 
had the same horrifying revelation: medicate the kid to make him normal. As a parent, I was shocked, and 
very very scared. Why was there no one who was remotely interested in getting to know my son before 
writing a prescription? The school couselor even remarked that he 'felt that his mother was having a hard 
time being a mom', but didn't want to cause friction with her and the school, and so decided to encourage 
me to drug my son to make things easier on her. He even seen problems in his two siblings that indicated 
a problem at home, but took no action, other than to suggest that Preston MAY be ADD. 

Preston is doing much better in school now. He has had a great tescher for the past year and lots 
of encouragement from me and others when he does well. He responds wonderfully when we take 
priveledges away to keep him focused on good grades, and his self esteem is better. No drugs were given 
him to achieve this, but I often wonder how things would have gone if that counselor had felt more free to 
diagnose my son, or even to have forced me to take him to prescription happy psych. s. After much 
research, I am forced to believe that Preston would not be the same person he has naturally become. That 
same research leads me to believe that he might even have become a drug abusive adult to replace the 
drugs that he was given as a child. 

My son is a compassionate, inteligent boy who wants to make the world a better place. I hope that 
the educators in his future are forced to approach this normal little boy as cautiously as those prior, so that 
he has the opportunity to become the man that he wants to become. If he is allowed this one liberty, we 
may all reap the benefits of his endeavors. 
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